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The active constituent of the linctus is oxeladin 
citrate. Each teaspoonful (3.55 ml.) contains 10 mgm. 


ACTION DOSAGE 
e Depresses the activity of the cough centre. Adults 1 or 2 teaspoonfuls 
INDICATION 4 times daily. 

e All forms of dry, unproductive cough. Children } to 1 teaspoonful 


4 times daily. 


TOXICITY ] Basic N.H.S. Price: 
e Completely non-toxic. Bottle of 60 ml. 2/6 
¢ No Seep. Descriptive literature 
@ No hypnotic effect. and specimen packing 
® No habituation. supplied on request. 
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Management of COMPLICATIONS IN EYE SURGERY. 


Twenty-one famous authorities combined to describe the complications possible in every conceivable eye operation 
and injury. They expldin specific measures to avoid each of the various pitfalls and describe effective management 
techniques for unavoidable emergencies. 

Edited by R. M. FASANELLA, Chairman, Section of Ophthalmology, Yale University School of Medicine. 422 pages, with 209 illus. £5 12s. 
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A compact presentation of just the information most physicians want on anesthesia. It is packed with hundreds of 
useful hints that are rarely included in existing works on the subject. The authors are men of the widest experience 
in their field. 


By ROBERT D. DRIPPS, Chairman, Department of Anesthesiology; JAMES E. ECKENHOFF, Professor of Anesthesiology, University of Penn- 
sylvania; and LEROY D. VANDAM, Professor of Anesthesia, Harvard Medical School. 266 pages, illustrated. 33s. 
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will be lightened. 
By RICHARD D. TONKIN, M.D., F.R.C.P., Westminster Hospital, London. 70 pages. 16s. 
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A complete description and evaluation of today’s most effective treatment measures in all types of burns. 
By CURTIS P. ARTZ, Professor of Surgery, University of Mississippi; and ERIC REISS, Instructor in Medicine, University of Washington. 
250 pages, 199 illus. £2 12s. 6d. 
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Pp. xviii+417+ Index. 153 Illustrations. 3 Cdlour plates. 
78s. 6d. net, by post 2s. extra. 
This new book is the joint work of physicians and surgeons, anatomists and radiologists, who concentrate 
attention on the many advances of the past five years. It represents much of advanced thought and 


experience in this common ground of medicine and surgery, and must demand the attention of all 
medical men engaged in the field of gastro-enterology. Its practical value cannot be over-estimated. 


MODERN TRENDS IN ENDOCRINOLOGY 


Edited by HAROLD GARDINER-HILL, M.D., F.R.c.P. 
Pp. viti+ 298+ Index. 15 Illustrations. 1 Colour plate. 
65s. net, by post Is, 9d. extra. 


This works covers the results of the vast amount of research which has gone into endocrinology over 
the past ten years, presenting the broadest outlook and emphasizing the modern approach. It will 
be of immense value to physicians, endocrinologists, postgraduates and everyone whose work demands 
a completely up-to-date knowledge of today’s trends in endocrinology. 
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NEW AND RECENT EDITIONS 





NEW (3rd) EDITION of Vol. I, containing 538 pp., with 533 Lllustrations. 


£4 10s. net; postage 2s. 6d. 


A TEXTBOOK OF X-RAY DIAGNOSIS 68; sritish authors 


Edited by S. COCHRANE SHANKS, M.D., F.R.C.P., F.F.R., Director, X-ray Diagnostic Department, University College 
Hospital, and PETER KERLEY, C.B.E., C.V.O., M.D., F.R.C.P., F.F.R., D.M.R.E., Director, X-ray Department, Westminster 
Hospital, etc. 

Publication of Vols. II—IV to be announced later. 
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D.T.M. With 122 Illustrations. 9} in. x 6 in. 21 10s. net; 
postage Is. 9d. 
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BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND 
TREATMENT 
By J. D. N. NABARRO, M.D., F.R.C.P. Second Edition. 
With Illustrations. 84 in. x 54 in. 21 5s. net; postage Is. 6d. 





A SHORT PRACTICE OF SURGERY 
By HAMILTON BAILEY, F.R.C.S., and R. J. MCNEILL 
LOVE, M.S., F.R.C.S., with Chapters by JOHN CHARN- 
LEY, F.R.C.S., WILLIAM P. CLELAND, F.R.C.S. and 
GEOFFREY KNIGHT, F.R.C.S. Tenth Edition. 1,411 
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8} in. x 5g in. £1 15s. net; postage Is. 9d. 
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By RODNEY MAINGOT, F.R.C.S.(Eng.). 
assistance of 24 contributors. Third Edition. 
Illustrations. 10 in. x 6Zin. £8 10s. Od. net. 
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THE MANAGEMENT OF ABDOMINAL OPERATIONS 
Edited by RODNEY MAINGOT, FRCS lek with the 
assistance of 31 contributors. New (Second) Edition. In 2 
volumes. With 540 Illustrations in 444 Figures. 9} in. x 6 in. 


£8 net. 





PRACTICAL UROLOGY: Case Comments and Late Results 
By ALEX E. ROCHE, M.A., M.D., M.Ch. (Camb.), F.R.C.S. 
(Eng.). With 132 Illustrations. 8} in. x5} in. 21 15s. net; 
postage Is. 6d. 
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Churchill Books for the New Year—== 


New (Seventh) Edition MEDICI N E Ready this month. 
Essentials for Practitioners and Students 
70 Illustrations. By G. E. BEAUMONT, M.A., D.M., F.R.C.P., D.P.H. 45s. 





FRAZER’S ANATOMY OF THE HUMAN SKELETON 
New (Fifth) Edition. Edited by A. S. BREATHNACH, M.Sc., M.D. 
197 Illustrations. 50s. 


EDEN AND HOLLAND’S MANUAL OF OBSTETRICS 
New br Edition. By ALAN BREWS, M.D., M.S., F.R.C.S., 


F.R.C.0.G 
61 Plates a2 Coloured) and 371 Text-figures. 63s. 


BIOCHEMICAL DISORDERS IN HUMAN DISEASE 
By various authors. Edited by R. H. S. THOMPSON, M.A., 
D.M., and E. J. KING, M.A., Ph.D., D.Sc., F.R.I.C. 

121 Illustrations. 90s. 


MEDICAL TREATMENT 
By K. S. MacLEAN, M.A., M.D., F.R.C.P. 
5 Illustrations. 50s. 


ALDOSTERONE 
An International Symposium 
Edited by ALEX F. MULLER, M.D., and CECILIA M. 


O’CONNOR, B.Sc. 
84 Illustrations. Ready January. ‘ 40s. 


Latest ‘Recent Advances’ 


OBSTETRICS AND GYNAECOLOGY 
New (Ninth) Edition. By A. W. BOURNE, M.A., M.B., F. 
F.R.C. ae and L. H. WILLIAMS, M.D., M.S. ae > 


78 Illustrations. 38s. 


ANAESTHESIA AND ANALGESIA 
sighs Edition. By C. LANGTON HEWER, M.B., B.S., M. 
F.F.A.R and J. ALFRED LEE, M.R.C.S., L 
F.F.A.R.C.S. 


96 Illustrations. 40s. 


UROLOGY 
HOWARD G. HANLEY, M.D., F.R.C.S. 
83 Illustrations. 30s. 


PHARMACOLOGY 
Second Edition. By J. M. ROBSON, M.D., D.Sc., F.R.S.(Edin.), 
and C. A. KEELE, M.D., F.R.C.P. 
65 Illustrations. 40s. 





DISORDERS OF THE BLOOD 

Diagnosis, Pathology, Treatment and Technique 
By Sir LIONEL WHITBY, re a M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, M.D., 
New (Eighth) Edition. 20 Plates tin Coloured) and 125 Text- 
figures. 75s. 


CHEMICAL METHODS IN CLINICAL MEDICINE 
Their application and interpretation with techniques of 
simple tests 
New (Fourth) Edition. By G. A. HARRISON, M.D., B.Ch., F.R.1.C. 
158 Illustrations. 65s. 


THE NORMAL CHILD 
Some Problems of the First Five Years and Their 


Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H. 
New (Second) Edition. 69 Illustrations. 33s. 


MENTAL DEFICIENCY 
By L. T. HILLIARD, M.A., M.B., D.P.M., and B. H. KIRMAN, 


M.D., D.P.M. 
90 Illustrations. 60s. 


Latest from U.S.A. 
BODY WATER IN MAN 
The Acquisition and Maintenance of the Body Fluids 
By MAURICE B. STRAUSS, M. D. 
31 Illustrations. 50s. 


HEPATITIS FRONTIERS 
A Henry Ford Hospital International Symposium 
259 Illustrations and 77 Tables. 110s. 


B.C.G. VACCINATION AGAINST TUBERCULOSIS 
By SOL ROY ROSENTHAL, M.D., Ph.D. 
With 43 Illustrations and 28 ‘Tables. : 55s. 


MARTIUS’ GYNECOLOGICAL OPERATIONS 
With Emphasis on Topographic Anatomy 
Seventh Edition. by np: by MILTON McCALL, M.D., and 


KARL BOLTEN, 
450 Illustrations, ae in Colour. . 145s. 


Other Successful Volumes 


PROGRESS IN CLINICAL MEDICINE 
Edited by RAYMOND DALEY, M.A., M.D., F.R.C.P., and 
HENRY MILLER, M.D., F.R.C.P., D.P.M. 
Third Edition. 36 Illustrations. 40s. 


HALE-WHITE’S MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 

By A. H. DOUTHWAITE, M.D., F.R.C.P. 

Thirtieth Edition. 24s. 


SEQUEIRA’S DISEASES OF THE SKIN 
Sixth Edition. By J. T. INGRAM, M.D., F.R.C.P., and R. T. 
BRAIN, M.D., F.R.C.P. 
63 Coloured Plates and 426 Text-figures. 105s. 


AN INTRODUCTION TO BLOOD GROUP 
SEROLOGY 
4 art anaes E. BOORMAN and BARBARA DODD, M.Sc, 


30 IMtustrations. 40s. 


PRINCIPLES OF EPIDEMIOLOGY 
By IAN TAYLOR, M.D., M.R.C.P., D.P.H., and JOHN 
KNOWELDEN, M.D., D.P.H. 
25 Illustrations. 30s. 


A HANDBOOK OF OPHTHALMOLOGY 
By HUMPHREY NEAME, F.R.C.S., and F. A. WILLIAMSON- 
NOBLE, F.R.C.S. Eighth Edition.. 13 Plates, containing 46 
Coloured Illustrations and 154 Text-figures. 30s. 





PROGRESS IN CLINICAL OBSTETRICS AND 
GYNAECOLOGY 
By T. L. T. LEWIS, M.B., F.R.C.S., M.R.C.O.G 
Illustrations. 


TAYLOR’S PRINCIPLES AND PRACTICE OF 
MEDICAL JURISPRUDENCE 
Eleventh Edition. Edited by Sir SYDNEY SMITH, C.8.E., 
M.D., F.R.C.P., LL.D., F.R.S.(Edin.), and KEITH SIMPSON, 


M.D. (Path. ) Lond. 
Vol. |. 61 Ilustrations. 70s. Vol. ll. 47 Illustrations. 80s. 


THE PREMATURE BABY 
By V. MARY CROSSE, 0.B.E., M.D., D.Obst.R.C.0.G., D.R 
Fourth Edition. 39 illustrations. bos. 


A TEXTBOOK OF SURGICAL PATHOLOGY 
By C. 4 W. ILLINGWORTH, C.B.E., Ch.M., F.R.C.S.(Edin.), 
and B. M. DICK, M.B., F.R.C.S.(Edin.). 
Seventh Edition 322 Illustrations. 63s. 
INJURIES OF THE HAND 
RONALD FURLONG, M.B., B.S., F.R.C.S. 
ilustrations. 
SHAW’S TEXTBOOK OF GYNAECOLOGY 
Seventh Edition. By JOHN HOWKINS, M.D., M.S., F.R.C.S., 


36s. 
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4 Coloured Plates and 352 Text-figures. 32s. 6d. 
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Important Books 





Recently Published 


TEXTBOOK OF BRITISH SURGERY VOL. I! 

edited by Sir Henry Souttar, DM (Oxon), FRCS, & Professor 
J. C. Goligher, ChM, FRCS 

“We welcome the second volume of this important work, for after 
reading the first volume it made us impatient for its successors. 
We are not disappointed, for the very high standard of the first 
has been maintained and enhanced by this companion volume... it 
should prove invaluable to postgraduate students who are studying 
for higher surgical qualifications.'’—British Journal of Surgery. 
704 pages. 350 illustrations. 105s. net 


CORTISONE THERAPY: Mainly Applied to the Rheumatic 
Diseases 

by J. H. Glyn, MD, D.Phys.Med 

This work is the result of several yeors of intensive study in this 
country ond the U.S.A. of the use of Cortisone and its associated 
drugs. it includes a detailed description of the techniques for 
intra-articular and soft tissue injections and a review of steroid 
therapy in general medical, dermatological and ophthalmological 
conditions. 

172 pages. illustrated. 21s. net 


| COMPARATIVE ASPECTS OF HAEMOLYTIC DISEASE 
OF THE NEWBORN 

by G. Fulton Roberts, MD 

Contains a wide survey of the history, symptoms and treatment 
of haemolytic diseases in the newborn in man and some of the lower 
animals. Of particular interest to paediatricians, neurologists and 
veterinarians. 17s. 6d. net 


PRACTURES AND RELATED INJURIES 
by J. G. Bonnin, FRCS 

“The surgeon charged with the care of fractures and the trainee 
ort will find it invaluable. Mr. Bonnin disclaims 
any presence to be encyclopaedic; but many readers may feel he hos 
been too modest.’’—Lancet. 
724 poges. 750 illustrations. 84s. net 











from Heinemann 





To be Published in 1958 


TEXTBOOK OF BRITISH SURGERY VOL. Il! 

Contents include: Chemotherapy in Surgery — Fluids and Elec- 
trolytes - Haemorrhage, Shock and the Iliness of Trauma — Blood 
Transfusion - Venereai and Allied Diseases - Urology - Surgery in 
the Tropics - Surgery of the Parathyroid Glands - Surgery of the 
Adrenal Glands - Pastic Surgery — Surgery of the Hand — Peripheral 
Vascular Diseases - Radiology as a Diagnostic Aid in Clinical 
Surgery — Actinomycosis. 

618 pages. Illustrated. 105s. net 


CHROMATOGRAPHIC TECHNIQUES: Clinical & Bio- 
chemical Applications 

edited by Ivor Smith, PhD, ARIC 

This is a practical book for the use of biochemists in clinical, 
agricultural and industrial laboratories who require to apply 
chromatographic methods to their problems. Details are given for 
the preparation of a minimal number of solvents and location 
reagents of proved usefulness, with tables of colour reactions and 
Rf values and a critical discussion of the factors affecting separation. 
320 pages. 50 illustrations. 45s. net 


CHILD HEALTH AND PAEDIATRICS by R. McL. Todd, 
MD, Senior Lecturer in Child Health, University of Liverpool; 
Consultant Paediatrician, Alder Hey Children’s Hospital Liverpool. 
Contents include: Historical Introduction - Factors Affecting 
Health - Prevention of Disease —- Hygiene and Management of 
Infants and Children - The Newly-born Baby — Growth and Develop- 
ment — Feeding — Handicapped Child — Blood Disorders — Diseases 
of Bones, Joints and Muscles — Respiratory Disorders, etc. 

224 pages. 28 illustrations. 21s. net 


POTOMAC OR PALS PREPARATION FOR PAINLESS 
CHILDBIRT 

by Isidore Gemadha MD 

This book contains a course of eight lectures which enable the 
expectant mother to understand and carry out the author’s method. 
144 pages. 16 illustrations. 12s. 6d. nec 
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A practical reference manual on contraception 
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available free to all doctors 


r The Report of the Royal Commission on Population (1949) states: 

“*. .. there is nothing inherently wrong in the use of mechan- 

ical methods of contraception... public policy should be based 

on acceptance of voluntary parenthood and contraception.” 
These words give authoritative support to the use of conception 
control methods as a means of planning the size of the family. 
MODERN CONTRACEPTIVE TECHNIQUE presents a 
concise and compact survey of methods commonly used. There 
are notes on methods which have medical approval, and also on 
others which are medically contra-indicated. 


TO GET YOUR COPY 
simply write “Modern Contracep- 
tive Technique” and “Planned 
Families” on your letter-heading, and 
post it to the address below. 


ee 





FOR THE USE OF PATIENTS 


PLANNED FAMILIES contains an explan- 
ation of contraceptive techniques, written 
in non-technical terms. Any number of 
copies will be supplied to doctors for distri- 
bution to their patients. 


LONDON RUBBER CO. LTD., Department 296, HALL LANE, LONDON, E.4. 
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JUST PUBLISHE D————_ 


HIGH ARTERIAL PRESSURE 

F. H. Smirk 
In this book all aspects of high arterial pressure are fully 
covered, including physiology, pathogenesis, pharmaco- 
logy and, above all, treatment (the details of which 
receive particular attention throughout). Emphasis is laid 
on recent developments, for many of which the author 
and his team in the hypertensive clinic of Duriedin 
Hospital are largely responsible. An extensive biblio- 
graphy covers the considerable literature of the subject. 
Professor Smirk is well qualified to write on this disorder, 
in the investigation and treatment of which he has played 
a leading part for many years: his book will be recognized 
as a major contribution by practitioners and consultants 
alike. 


800 pages 148 illustrations 75s. 


CONNECTIVE TISSUE 
A C.1.0.M.S. Symposium 
Editor-in-Chief: R. E. Tunbridge 

This book contains full reports of the papers contributed 
at the Symposium, together with edited accounts of the 
stimulating discussions which followed them. An exten- 
sive bibliography is included to make this volume the most 
authoritative and complete survey available of a subject 
which is of fundamental importance to medical science. 
424 pages 104 illustrations 42s. 


AN INTRODUCTION TO 
EXPERIMENTAL SURGICAL STUDIES 
W. J. Dempster 

Mr. Dempster’s aim is to provide a wide range of refer- 
ences and a critical commentary which together should be 
invaluable to the post-graduate surgical student embarking 
on his own researches. The copious bibliography forms a 
unique guide to the experimental literature. 
476 pages 72 illustrations 50s. 


BLACKWELL 


i_—— SCIENTIFIC PUBLICATIONS ———— 


Diet 

















| 
| 











Old Age 


Frank vitamin deficiencies 


inadequate dietary intake are fortunately 
rare in this country. Mild deficiencies do 
occur, however, especially among old 
people who, for health or economic 
reasons, find difficulty in catering forthem- | 
selves and in preparing balanced meals. 
Their diet may be lacking in some of the 


essential nutrients. 


Marmite is a particularly useful source of 
the vitamin B complex and can be incor- 
porated in the diet in many simple and 


appetising ways. 


— MARMITE — 


due to 




















yeast extract 
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ble from Che: 





and Grocers 


Special terms for packs for hospitals, welfare centres and schools 


MARMITE LIMITED, 


35 SEETHING LANE, LONDON, E.C.3. 5505 








Advantages 


administration even to 


Composition 





of side-effects. 


Indications 


Packs & Prices 


stomachs, and to children. 


‘Alasil’ Tablets contain the recognized antacid 
corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- 
ide), which permits their sedative principle, acetyl- 
salicylic acid, to exert its action with minimal risk 


‘Alasil’ is an advanced sedative and antipyretic; 
it does not tend to induce gastric irritation ; because 
of its high tolerability, it may be used for long-term 
those with sensitive 


Symptomatic pain generally; rheumatism, fibro- 
sitis, lumbago, headache, dysmenorrhoea; dental 


TO PHARMACISTS (P.T.exempt for dispensing) ae 
Standard size: 1000 in 250 bottles, 30/8. NZ 
‘Juvenile’ size: 375, 6/6; 750, 11/3; 1500, 21/6. 


A Superior Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 
sometimes caused by the use of aspirin alone. 










ALASIL 
JUVENILE 
TABLETS 


Alasil * Juvenile’ 
Tablets specially 
sized for  child- 
ren, and neither 
coloured nor 
flavoured, are 
packed in tubes 
bearing dosage-for- 
age instructions. 





















Sema 


Alasil 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.!I. 
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For home massage 
and relief of pain 
and muscle spasm 


Algesal is unique in containing 
no counter-trritant. It is suitable for 
repeated application by the patient 
at home, since it will not irritate or 
redden the skin. 

The single, active ingredient is a 
non-irritating, skin-penetrating sal- 
icylate, carried in a soothing white 
vanishing cream with a pleasant smell 
of lavender. 


* Tear-off pads of leaflets describing a rational home 
treatment and simple exercises for the relief of back- 
ache due to lumbo-sacral strain are available for 
handing to patients. Other leaflets dealing with osteo- 
arthritis of the knee and frozen shoulder are also 


available. 


6 





INDICATIONS: _ Fibrositis or 
muscular rheumatism, osteoarthritis, 
backache due to lumbo-sacral strain, 
tenosynovitis, frozen shoulder and 
local tissue pain after injury or 
exercise. 


Algesal balm gives 


symptomatic relief in backache 
due to lumbo-sacral strain 


AT AY | 





non-irritating, skin-penetrating 


anti-rheumatic salicylate balm 

10% Diethylamine Salicylate, in a soothing vanishing cream. 

Samples and full descriptive literature will be 
sent on request to the manufacturers 


E.G.H. LABS 


PERU STREET, SALFORD 3, LANCS. 
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Trade Mark 


Elastoplast 


as an alternative 
to the conventional 


many-tailed bandage 


When frequent dressings are necessary, the 
following method of applying Elastoplast may 
be used as a substitute for an abdominal many- 
tailed bandage. 

Six pieces, each about 12 inches in length, are 
prepared from a 3-inch wide Elastoplast bandage. 
Tapes are attached as illustrated (Fig. 1), and the 
completed pieces applied to the body from each 
side (Fig. 2). The tapes are tied over the dressing 
covering the wound (Fig. 3). The bandage may be 
applied by one person without disturbing the 
patient. It is easily made, provides adequate 
support and will remain firmly in position. 

The above method is comfortable in use as the 
patient does not have to wear perineal stirrups to 
keep the bandage in place, or to lie on a bandage 
which may become “ rucked-up ” — disadvan- 
tages associated with the flannelette type of 
many-tailed bandage. 


ELASTOPLAST 
Elastic adhesive bandages (Porous) B.P.C. 
Available in 2”, 2}, 3” and 4” widths by 3 yards 


(unstretched). Prescribable on form E.C.10. 


_erttee, 


product sMITH & NEPHEW LTD 
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An oral treatment for 


diabetes 


EXTENSIVE CLINICAL TRIALS in 
many countries have shown that 
Rastinon »Hoechst« tablets provide 
effective oral treatment for certain 
types of diabetes mellitus. The initial 
selection and stabilization of patients 
to Rastinon therapy should be carried 
out under strict medical supervision. 

Only certain diabetic patients are 
suitable for treatment with Rastinon 
» Hoechst« ; Tolbutamide. 





mellitus 


Each Rastinontablet contains 0.5.G. of 
N-Buty]l- N'-toluene- p-sulphonylurea 
(Tolbutamide). Rastinon »Hoechst« 
was originated in the research labora- 
tory of Farbwerke Hoechst AG., of 
Frankfurt, under the laboratory num- 
ber D.860. 

Rastinon is now available on form 
E.C.10 for those patients who have 
been stabilized under strict medical 
supervision. 


HOECHST PHARMACEUTICALS LIMITED 
SLOUGH 


Distributed in the United Kingdom by 
HORLICKS LIMITED - SLOUGH - BUCKS 


from whom further information may be obtained on request 
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Cc. 


Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. J., 1: 444, 1957) that 
of 178 rheumatic patients, 25°, could not take plain aspirin in 


adequate dosage. 


Of this 25%, however, the great majority tolerated a 


modified aspirin such as Paynocil. 


Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 


unpleasant after-sensation. 


... indicates 


PAYNOCIL 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 


Acetylsalicylic acid ...........seee00. 10 grains 
Aamimoeewtie OG, . i005 b- 0c cisrccccsece 5 grains 
PACKAGES in sealed foil strips : 

Cartons of 18. 





Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 


FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ............e00: 24 grains 
Amingacetic acid 2... siccccccsecces 1} grains 


PACKAGES in sealed foil strips : 
Cartons of 20. 
Dispensing packs of 
240: basic N.H.S. Fe 
cost (tax free) ™ 
12/-. 





Detailed recommendations for dosage in rheumatoid arthritis 
will be giadly supplied on request 


L. BENCARD LTD. 


PARK ROYAL, 


LONDON, N.W.10 


601/65 (68)/1 
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Like shadows dappled on a sunlit street, 
the pictures which many people have of their lives may 
be distorted and flattened out of all recognition. Often the 
viewpoint of these tense, anxious patients is determined by 
factors beyond your control, for you cannot always remove 
the cause of their anxieties nor directly solve their 
problems. 

By prescribing Equani!l. however, you can provide them 
with safe, selective sedation which allows such souls to 





JOHN WYETH AND BROTHER LIMITED, 


10 


CLIFTON HOUSE, 


av 





view their lives in true perspective, freed from the flickering 
fancies of their imaginations. 

PACKS: Bottles of 20 and 250. 

Tablets of 400 mg.and 200 mg. (Half-strength) 


E QUAN LL... 


trade mark 


THE SAFE, SELECTIVE SEDATIVE 


N.W.1 
Eql.6 


EUSTON ROAD, LONDON, 
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56 
outlook 


unsettled? 





For the inveterate victims of winter ills, the further outlook is 
indeed unsettled. Yet the prospects for such individuals need 


not be gloomy—provided steps are taken now to maintain their * 


nutritional status at a really satisfactory level. It was for precisely 
this purpose that Vi-Macna Multivitamins was formulated. 
The special merits of Vi-Macna can be-simply defined—a 
comprehensive formula . . . at an outstandingly high concentra- 
tion, and only one capsule or teaspoonful of syrup daily. 


Vi-Magna’ 


MULTIVITAMINS *REGD. TRADE MARK 
Each capsule contains: Each teaspoonful (5 cc.) contains: 
Vitamin A bel 5 Se Vitamin A —- - : §,000LU. 
Vitamin D (viosterol) - «6 geedah Vitamin D “4 500 L.U. 
Thiamine mononitrate . . 3 mg. Thiamine HCI (Br) <a s 3 mg. 
Riboflavine (B2) . . . . 3 mg. Riboflavine (By) a 6h: 2 2 mg. 
Pyridoxine HCI (Bs). . 0.2 mg. Niacinamide . “ae ey 20 mg. 
Ascorbic acid (C) bcoe 3 75 mg. Ascorbic acid (Cc) iy, tg 75 mg. 
Niacinamide . ay We 20 mg. Calcium pantothenate . . I mg. 
Calcium pantothenate ae I mg. Pyridoxine HCI (Bs) . . . 0.2 mg. 
..,. Se ire I mg. Vitamin By . oe - 5 mcgm. 
Vitamin Be. oa 1 mcgm, (as present in concentrated extractives 

(as present in concentrated extractives from streptomyces fermentation) 
from streptomyces fermentation) Bottles of 4 and 16 fi. ozs. 


Bottles of 100 and 1,000 
LEDERLE LABORATORIES DIVISION 


? 
Cyanamid OF GREAT BRITAIN LTD., London, WC2 
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A new approach to the treatment of Rheumatoid Disease 








RECENT WORK has shown that chloro- 
quine administered in small daily doses 


(1-2 tablets ‘Avloclor’) can produce good 


to excellent results in the control of 
rheumatoid disease, particularly rheu- 
matoid arthritis. The treatment is safe 


and free from serious side-effects. More- 
over, unlike the steroids, it has the 
advantage that it can be given over a 
prolonged period without influencing 
the adrenal, the pituitary, or any other 
internal function. 


& 9 
Avioc lo rec hloroquine Phosphate B.P. 


Issued in bisected tablets of 0.25 gramme 


(equivalent to 0.15 gramme base) 
Literature and further information available on request 
IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.791 
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Relief for the asthmatic child 





» te 


7 


UNIQUE BUFFERED THEOPHYLLINE SYRUP 


Relief from the apprehension and acute distress of 


an asthmatic attack is provided by ‘ENGLATE.’ 


In almost all cases gastrointestinal disturbance is 
entirely absent. The combination of theophylline 
sodium with glycine permits full and effective thera- 
peutic activity and by reducing gastric precipitation 
of theophylline enables larger doses to be prescribed. 


NW Gs 1. ATE: 


Regd. Trade Mark Theophylline Sodium Glycinate 


SYRUP (containing 120 mgms. of theophylline 
sodium glycinate per 4 mils.) for children up to 
12 years. Available in bottles of 8 fluid ounces. 


Samples and literature will TABLETS (300 mgms. of theophylline sodium 
gladly be sent on request glycinate). Available in bottles of 50 and 500. 
Nicholas 
A.d& G. 1cno LTD. 
a 
A Nicholas Product Ethical Pharmaceuticals 
SLOUGH ENGLAND 
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now have available 


SAIN 
INFLUENZA 
VACCINE 


for general prescription 


This material is the original vaccine developed 
in the Wright-Fleming Institute of Micro- 
biology, using Influenza Virus A/Singapore/ 
1/57, as supplied to Ministry of Health 


requirements. 


available in ampoules of 1 c.c. and vials of 10 ¢.c. 


Influenza Virus A (Asian) Vaccine is prepared in 
the Wright-Fleming Institute of Microbiology, 
St. Mary’s Hospital Medical School, London, W.2. 


a 


a 

6 
bed “+ 
t > 


beat 


Sole Distributors : 
PARKE, DAVIS & Company Ltd. (inc. U.S.A), 
Hounslow, Middlesex. Tel: Hounslow 236!. 
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Patients in these four groups of cases are 
especially prone to develop fulminating—and 
possibly fatal—infections. In treating such 
people the niceties of diagnosis and treatment 
—laboratory tests and the successive use of 


In children 
In the elderly 


In cardiovasculai 
patients 


Complicating 
existing illness 


various antibiotics—must often give place to 
immediate and empirical chemotherapy. The 
antibiotic needed is that which is most likely 
to establish control completely, quickly, and 
with the lowest risk of side effects. 


URGENT eso) deg 


* Registered Trade Mark 


TETRACYCLINE SPEED OF ACTION 


= CERTAINTY OF 
sigmamycin’ Laem 
| > . OLEANDOMYCIN 


SAFETY 


Pfizer Pharmaceuticals 
Manufactured at Sandwich and processed at Folkestone, Kent. 


O41/P 


15 








THE LANCET 


ADVERTISERS’ ANNOUNCEMENTS 4 JANUARY 1958 





ae 


now available) the safer - broad spectrum antibiotic 


- MYSTECLIN ij 


Squibb tetracycline hydrochloride and nystatin with added sodium metaphosphate 





faster, higher initial tetracycline blood levels 


% NYSTATIN;; the specific and safe antifungal antibiotic; provides added : 
A protection. Among the patients most likely to be susceptible 
: to overgrowth of Candida albicans are, those requiring high 
% or prolonged antibiotic dosage; debilitated or elderly 
« patients; diabetics; infants, particularly prematures; and women, 


particularly during pregnancy. 
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Each Mysteclin-V capsule contains —— 








} 250 mg. tetracycline hydrochloride 
plus sodium metaphosphate and 
250,000 units of Nystatin. Supplied in 
bottles of 12 and 100 capsules. 
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London, W.1. 





E. R. SQUIBB & SONS LTD., 17-18 Old Bond Street, 
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deal ferrous sulphate treatment 
for hypochromic anaemia 


Plesmet 


TABLETS 





Plesmet improves on haemopoietic 
efficiency of ferrous sulphate in 
all iron deficiency anemias by 
ensuring that it is exraordinarily 
well tolerated — particularly in 


pregnancy. 


EACH TABLET CONTAINS 

Ferrous Amino-acetosulphate 
equivalent to 50 mgm. of Ferrous 
Iron with | mgm. of Aneurine 


Hydrochloride B.P. 





EXCEPTIONALLY 
WELL TOLERATED 


RAPID ABSORPTION 


LOW COST 


MAXIMUM UTILISATION 





‘In a recent clinical trial a 


a course of Plesmet was 
markedly successful in raising 
the haemoglobin percentage 
from an initial average level of 


62 to 73 in two weeks. 





Basic N.H.S. Price: 
100 tablets .. 2/8 
1,000 tablets .. 17/6 











COATES & COOPER LTD. 


PYRAMID W 
sre A ORKS 


WEST DRAYTON 


MIDDLESEX 


MAXIMAL EFFICIENCY AT MINIMAL COST- WRITE FOR SAMPLES &. LITERATURE 
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DISTAQUAINE V-K 


Potassium penicillin Vv 





age a chemically improved form of ‘DISTAQUAINE’ V 





greater solubllity 
faster absorption 
earlier peak blood ievels 


higher therapeutic concentration 


DISTAQUAINE V-K 


Each tablet contains the equivalent of 125 mg. penicillin V 

acid (as potassium salt): 

Dosage: One or more tablets, depending upon the severity of the | 
infection, at four-hourly intervals. 


THE DISTILLERS COMPANY (B/ochemica/s) LIMITED 
Broadway House, The Broadway, Wimbledon, London 8.W.19 Tel: Liberty 6600. 


Owners of the trade mark ‘ DISTAQUAINE' 





prnd/58 | 
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Protein Tissue Building 
without Virilisation 


NILEVAR* promptly reverses nitrogen loss, 
stimulates protein tissue formation without significant 
androgenic effects and can be given to patients : 

irrespective of age or sex 

in simple daily doses 

for as long as it is therapeutically needed 





INDICATIONS : 

Problems of protein build-up commonly occur in : 4 
Convalescence from acute illness 
Chronic .wasting disease 
Undernourished or underweight individuals 
Recovery after surgery 
Preparation for planned surgery 
Recovery from severe burns and traumata 
Prematurely born infants 


In these conditions NILEVAR is the essential treatment in 
restoring positive nitrogen balance and well-being. 


NILEVAR is available in bottles of 25 and 50 tablets (10mg.) 
and in boxes of 6 ampoules (each containing 25 mg. in I c.c.). 





Literature available on request 


uJ 
* Registered Trade Mark NJ 4 i e ere | r 


brand of norethandrolone 


SEARLE HIGH WYCOMBE, BUCKS. Tel: High Wycombe 1770 
NY: PI8 
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ovatin 
safely 


Covatin in general practice 





stabilises the patient’s emotional 


responses, calms his fears, safely 
and steadily promotes a balanced 
condition in which re-adjustment 
to the causes of his anxiety can 
take place. 


outstandingly safe in long-term therapy 





@ Particularly suitable for the 


w 
chronically tense, over-active 
patient 
@ low toxicity and freedom from 
side effects 
@ non hypnotic, even at high dosage 


levels 

@ alertness is unimpaired, so the 
patient can follow his usual 
everyday activities 

@ non habit forming 

@ absence of euphoria 

@ no interference with appetite 


x % 
Dosage: 1-2 tablets, 3 times a day with 
food. 
Presentation: 50 mg. sugar coated 
tablets in bottles of 50 and 500. 


Covatin is ; Ww compound 





With entirely new chemical and pharm- 
acological properties for the specific 
treatment of emotional instability. 


ovatin 


TRADE MARK 


vad WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE 


wa 
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CALCIUM PENICILLIN-V 


proved in performance the 
most efficient oral penicillin 


and now 





SUSPENSION 


* Ready prepared 
* Stable 
* Palatable 


Contains 60 mg. Penicillin V 
(as calcium salt) in scc. Bottles of 60cc. with plastic spoon. 
Basic N.H.S. Price 5/6d. 


Also available— 
Tablets: of 60 mg. and 120 mg. Penicillin V. 


Detailed literature and sample gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM + ENGLAND 
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TOWARDS THE FINAL 
DEFEAT OF TUBERCULOSIS 
al 
Ricdid: dlacovennd ‘thi, Griginal:sabniasid: 
‘RIMIFON’ 
__ Noms for the treatment o 


MORTALITY RATE (6 monthly periods) in 1000's 











3000 — 














CLOSERINE 












sel 















2000 + 
D-C 
1000 — 
250 mg. tablets in bottles of 40 and 250. 
ti I yi T T T 
195! 1952 1953 1954 1955 1956 1957 


ROCHE PRODUCTS LIMITED: 15 MANCHESTER SQUARE- LONDON WI! 
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“RAUWILOID? 


is essential 
for Hypertension 


‘Rauwiloid’, a purified and standardised fraction of 

Rauwolfia serpentina alkaloids, can be considered a basic 

treatment for hypertension. It lowers blood pressure more 

effectively than phenobarbitone or its combinations with 

theobromine and is less likely to cause depression than 
reserpine. 





“IMPORTANT 


‘Rauwiloid’ may require more than a week for a signi- 

fioant anti-hypertensive effect to develop. Any previous 

treatment, particularly barbiturate, should be gradu- 
ally reduced over this period. 











In Mild to Moderate Hypertension 


In most cases ‘Rauwiloid’ will provide adequate control by itself. 
Combination therapy is not necessary. 


in Moderate to Severe Hypertension 


When a greater hypotensive effect is required, ‘Rauwiloid’ should be 
combined with veratrum in the form of ‘Rauwiloid + Veriloid’. 
‘Veriloid’ is a biologically standardised alkaloidal extract of Veratrum 
viride. Such a combination with ‘Rauwiloid’ enables adequate doses of 
veratrum to be given for a satisfactory hypotensive response. 
(See detailed literature). 


in Severe or Malignant Hypertension 


‘Rauwiloid’ used in conjunction with ganglionic blocking agents 

enables a smaller dose of the more potent medicament to be used, 

thereby minimising side-effects and decreasing the tendency for 
tolerance to develop. ‘ 


‘Rauwiloid’ is available in 2 mg. tablets in bottles of 60 and 500. 
Dosage, two tablets at night. 


‘Rauwiloid’ and ‘Veriloid’ are registered trade marks 
Registered Users 


RIKER LABORATORIES LIMITED 
LOUGHBOROUGH, LEICS. 

















MA.4606 





anenne 











N SAFETY 





vy” NUMBERS 


“SULPHATRIAD’ 


There are many infections in which sulphonamide 
COMPOUND SULPHONAMIDES 


therapy is clearly indicated. The difficulty is that 
high dosages of a sulphonamide may produce 
sensitization reactions, crystalluria and other 
undesirable side-effects. ' as the risk of crystalluria is relative to the con- 


This is why ‘Sulphatriad’ is so valuable. Its centration in the urine of a single sulphonamide, 
effective action is the sum of the virtues of its ‘Sulphatriad’ means reduced concentrations — 
three powerful constituents, and combines rapid and reduced risk. 

absorption with a good tissue distribution. But Detailed information is available on request. 


MANUFACTURED BY MAY & BAKER LTD 


an MAB brand Medical Prodwci 





DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
24 
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Where 
every ounce 


‘counts... 


Bellergal tablets were carried 

to the summit of Everest by the members 
of the 1956 Swiss Expedition 

and widely used to counteract 

the psychosomatic effects 

of stress at high altitudes. 


Beliergal 
BY SANDOZ 


is effective at all levels 

(central, sympathetic, parasympathetic ) 
in the symptomatic treatment 

of a wide variety 


of psychosomatic disorders. 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 





Sandoz Products Limited 


ourcieneenaneniibebiapibiléeischicidliie nal 





Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


Sandoz House 


23 Great Castie Street 


London, W.1 
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LIQUID ORAL PENICILLIN-INSTANTLY 







L Pies | | 


Straight out of the bottle into the spoon 


to the patient’s mouth 


that’s Penicillin V Oral Liquid Glaxo! No precious time is wasted 
mixing it with water... for this penicillin V liquid is taken ‘neat’. It’s 
ready-prepared ; ready for instant use, day or night ; stable for two years. 
The two-ounce bottle contains 16 palatable toffee-flavoured teaspoonfuls.* 


PENICILLIN V ORAL LIQUID Glaxo 


Bottles of 2 fl. oz. 


*The 3% cc. measure provided delivers 62.5 mg. of penicillin V. 
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REGULATION OF BODY TEMPERATURE 
IN HEALTH AND DISEASE * 


Sir GEORGE PICKERING 
M.A., M.D. Cantab., F.R.C.P., Hon. F.A.C.P. 
REGIUS PROFESSOR OF MEDICINE IN THE UNIVERSITY OF OXFORD 


It was perhaps appropriate that, on the second day that 
I devoted to preparing this lecture, I was decanted from 
an aeroplane at 8 A.M. in Labrador at a temperature of 
14°F and at 9 P.M. in Trinidad at a temperature of 90°F. 
Thus by personal experience I was forcibly reminded of 
that most remarkable of scientific prophecies “La fixité du 
milieu intérieur est la condition de la vie libre.” 

Few scientific generalisations can have proved so 
challenging. It occurs in Legons sur les phénoménes de la 
vie, lectures given by Claude Bernard at the College of 
France two years before he died and published post- 
humously in 1878. Bernard had come gradually to his 
views on the constancy of the internal environment and 
its importance to the organism. In his well-known work 
on experimental medicine published in 1865, he discussed 
the constancy of the milieu intérieur and listed these 
physicochemical components: water content, temperature, 
gases (oxygen, nitrogen, and CO,), pressure, and chemical 
composition. 

The context of the quotation from the 1878 work is as 
follows. Bernard divided all life into three forms: (1) “‘la 
vie non-manifestée”; (2) “‘la vie oscillante; vie 4 mani- 
festations variables et dépendantes du milieu extérieur”’ ; 
and (3) “la vie constante; vie 4 manifestations libres et 
indépendantes du milieu extérieur.” Latent life is 
exemplified by seeds which lie dormant for long periods 
until, under suitable conditions of temperature and 
moisture, they germinate; and in the animal world by 
rotifers and eels, which may also remain dormant for long 
periods in ice, becoming active again when the ice thaws. 
Oscillating life is exemplified by nearly all plants (parti- 
cularly non-tropical plants), whose activity is dependent 
on season, and by all cold-blooded animals. Only those 
animals which are warm-blooded are independent of their 
cosmic surroundings. They exemplify the third and 
highest form of life. The perpetual changes of cosmic 
environment do not penetrate into the animal; it is free 
and independent. Then Bernard goes on: “La fixité du 
milieu intérieur est la condition de la vie libre, 
indépendante.” , 

He thus leaves us in no doubt as to the biological 
importance of the regulation of body temperature. In this 
lecture I propose to discuss how this is achieved in a 
healthy man, and in the next how the mechanism is 
broken through, or disturbed, in disease. I shall concen- 
trate more on the nature of the regulating mechanism and 
less on the balance-sheet of heat production and heat loss, 
since this is adequately covered in contemporary and recent 
accounts. Finally in this lecture, to get perspective, I shall 
compare briefly the main features of the mechanisms 
regulating another physical quantity, arterial pressure, 
and a chemical quantity, blood-glucose. ‘ 


* The Croonian lectures for 1957, delivered on May 14 and 16 
before the Royal College of Physicians of London. 

1. The copy in the Royal Society of Medicine library is inscribed 
“ F. Nightingale” ; and the notes in the same hand at the end 
suggest that she had read it. 
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What are the Parts of the Body whose Temperature is 
Regulated ? 

It is an old observation, antedating accurate measure- 
ment, that the temperature of the extremities varies much 
with that of the environment. The idea of constancy of 
internal temperature arose from measurements of 
temperature in the mouth, the axilla, the groin, the vagina, 
and the rectum. More detailed exploration was under- 
taken by (among others) Claude Bernard, who confirmed 
that the venous blood leaving the limbs was cooler than 
the arterial, and that this difference was greater the lower 
the environmental temperature. He also showed that 
blood in the inferior vena cava above the hepatic veins 
was warmer than that in the arteries, and that blood in 
the right heart was about 0-2°C higher than in the left, 
and thus in the aorta. Thus the liver contributes 
materially to heat production and the skin and limbs to 
heat loss. More recently Eichna et al. (1951) have 
repeated these measurements in man and found the 
following deviations from rectal temperature: 






artery —0-26°C 
ventricle —0-23° 
vena cava —0-26° 

veins deep in the liver —0-03°C 


In man, temperatures taken simultaneously from 
mouth, axilla, and rectum seldom differ from one another 
by more than 1°C, usually by less. Of these the rectal 
temperature tends systematically to be the highest; and, 
because of the greater possibilities for heat loss from the 
other sites, it has in the past been regarded as the best 
index to arterial blood temperature. Recent observations 
show, however, that its behaviour may be misleading in 
three ways: 

1. When the blood is quickly heated or cooled, mouth 
temperature reflects these changes quickly and in some circum- 
stances nearly quantitatively, while rectal temperature may 
remain unchanged (Gerbrandy et al. 1954). It follows that, if 
one is interested in rapid change in arterial blood temperature, 
the rectum isa bad place from which to estimate it. As we 
shall see, ignorance of this fact led me astray many years ago. 

2. Comparison of aortic and rectal temperatures in people 
who have had grafting operations on the aorta shows that under 
ordinary environmental conditions rectal temperature tends to 
be about 0-3°C higher than aortic temperature (Cooper and 
Kenyon 1957). 

3. The relatively high temperature of the rectum suggests 
that it may be a source of heat production. The most likely 
cause is bacterial metabolism in feces; but oddly enough this 
has never been investigated. 

So far as our present purpose is concerned, the con- 
clusion of this section seems to be that the temperature 
whose constancy is being maintained is that of the deeper 
regions of the trunk and head. I shall refer to this as the 
central body temperature. This conclusion is of con- 
siderable relevance to the nature of the thermotaxic 
mechanism, as I hope later to show. 


How Accurate is Temperature Control ? 

Fig. 1 is taken from the late Sir Charles Martin’s 
Croonian lectures delivered twenty-seven years ago 
(Martin 1930). It shows the body temperatures of five 
species of animal after they had been exposed for two 
hours to temperatures from 5°C to 35°C. At one extreme 
is the lizard, a cold-blooded animal whose temperature 
closely reflects that of its surroundings. At the other is the 
cat, whose temperature is nearly independent of its 
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environment. 
The primitive 
mammals— 
the egg- 
laying echid- 
na and orni- 
thorhynchus, 
and the 
pouched 
opossum— 
occupy inter- 
mediate posi- 
tions. In man 
the mean rec- 
tal tempera- 
ture has been 
stated to be P r4 ‘ 

98-2°F (36°8° 10 20 30 

C) with a EXTERNAL TEMPERATURE °C 


variation over Fig. 1—Variation of body temperature of differ- 
ent species of animals after two hours in 

the course of environmental temperatures of from 5°C to 

a day from a 35°C (Martin 1930). 

minimum of 


97°F (36-1°C) at about 3 A.M. to a maximum of 99-3°F 
(37-4°C) at about 5 P.M., giving a daily variation of 2:3°F 
(1:3°C) (Pembrey 1905). 

Ivy (1944) measured the mouth temperatures of 276 
medical students seated in class in Chicago between 8 and 
9 a.M. The mean was 98-1°F: 68% were between 97-7° 
and 98-5°F, 95% between 97:3° and 98-9°F. In statistical 
terms the mean is thus 98-1+0-4°F. 

These limits of variation are relatively narrow, whether 
we look at the variations in an individual or between 
individuals. Indeed, Pearl (1940) concluded that the 
coefficient of variation of body temperature is one of the 
smallest for which quantitative human data are available. 
Evidently the homeostatic mechanism concerned with 
temperature regulation is notable for its efficiency. 
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What is the Function of Temperature Control? 

This was, as we have seen, discussed by Bernard. 
Temperature control made the organism independent of 
its external environment. Without it, the animal would 
be relatively, or nearly completely, inactive at low tempera- 
tures. The rate of a chemical reaction is in general 
proportional to the absolute temperature. As Sir Joseph 
Barcroft (1934) showed, certain reactions in the body— 
for example, the union of oxygen and hemoglobin—obey 
Arrhenius’ law, but several enzyme systems, and such 
functions as heart-rate and cilia-rate in cold-blooded 
animals, depart materially from it, the rate of increase 
being less than would be expected from Arrhenius’ law 
at temperatures approaching 37—40°C. 

Not all warm-blooded animals are adjusted to the same 
temperature as man. Most birds are higher, having nor- 
mally a rectal temperature of about 42°C (Lefevre 1911). 
Among mammals the dog and rabbit normally have a 
temperature of 39—40°C. 

I am not familiar with any naturally occurring circum- 
stances in which a temperature lower than 37°C confers 
an advantage on man; though modern surgery may profit. 
Higher temperatures occur in fever, where their usefulness 
still remains to be demonstrated. Athletes commonly 
warm up before a race. Whether their accession of speed 
is due to rise of central temperature or to the effect of 
raised muscle temperature on its properties and perform- 


ance I do not know; but the latter seems the more 
probable. 

As Barcroft pointed out, one of the chief ills of very 
high or low body temperature is manifested by the brain, 
for consciousness tends to become clouded and later lost. 


Balance of Heat Production and Heat Loss 

The temperature of the body, taken as a whole, is 
determined by the balance between heat production and 
heat loss. Heat production consists of what one might 
regard as obligatory and adjustable components. The 
obligatory component comprises the heat production of 
muscle, liver, heart, and other organs carrying out their 
ordinary functions, whether the organism be at rest or in 
full activity. This part of heat production is not a part 
of the device that regulates body temperature; in fact 
it is the function of the device so to adjust the other 
mechanisms that this component of heat production is 
allowed for. The adjustable component of heat produc- 
tion, that which is a part of the mechanism regulating body 
temperature, is represented by shivering—i.e., involuntary 
contractions of voluntary muscle mediated through the 
motor nerves, and brought into play as a reserve 
mechanism to maintain or raise body temperature. 

Heat loss is of course intimately dependent on environ- 
mental conditions; and, since in this age of technological 
warfare the range of conditions to which man is exposed 
has been greatly widened, much research is being devoted 
to it. If we ignore the changes due to intake of food and 
drink, which are ordinarily small, the chief modes of heat 
loss are (1) from the respiratory tract, by warming inspired 
air and by evaporation, and (2) from the skin, by radiation, 
conduction, and convection, by insensible water loss, and 
by sweating. The dependence of all of these on the 
environment has been mentioned. Man himself can 
control the blood-flow through the skin and thus heat lost 
from it by radiation, conduction, and convection, and he 
can control sweating. These are the essential com- 
ponents, so far as heat loss is concerned, of the heat- 
regulating mechanism. 

Birds and furred animals also use their coats to regulate 
heat loss, some having different fur and feathers in winter 
and summer, and all being able to vary the thickness of 
the layer of air trapped by the coat to suit environmental 
circumstances. Dogs and certain other animals increase 
their heat loss largely by panting, the tongue and the 
respiratory tract being the surface. Finally, man has 
adopted clothing. However, not all of us have been so 
enterprising. Here is an extract from the diary of Charles 
Darwin for Feb. 25, 1834, when H.M.S. Beagle was 
visiting Tierra del Fuego: 

“Whilst going on shore, we pulled alongside a canoe with 
6 Fuegians. I never saw more miserable creatures; stunted in 
their growth, their hideous faces bedaubed with white paint 
& quite naked.. One full aged woman absolutely so, the rain & 
spray were dripping from her body. Their red skins filthy & 
greasy, their hair entangled, their voices discordant, their 
gesticulation violent & without any dignity. Viewing such men, 
one can hardly make oneself believe that they are fellow 
creatures placed in the same world.” 

Twentieth-century civilisation has reached its finest 
flower in the American way of life. Bertrand Russell has 
pointed out that, whereas the older Western civilisations 
believe that man’s function is to adapt himself to his 
environment, the modern American believes that it is 
man’s function to adapt his environment to suit himself. 
Central heating, air-conditioning, and the automobile now 
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contrive to expose the heat-regulating mechanism of the 
modern American to less strain than perhaps mankind 
has known through the ages. To the “‘fixité du milieu 
intérieur,” modern man is adding the “fixité du milieu 
extérieur.” 

To summarise, the effector part of the thermotaxic 
mechanism in man has two parts. Heat production can 
be increased by shivering. Heat loss can be varied by 
varying the blood-flow through the skin, and increased by 
sweating. Variations in skin blood-flow provide the finer 
adjustments of temperature; shivering is called in by 
extremes of cold, and sweating by extremes of heat. All 
these effector mechanisms are under nervous control— 
shivering through the motor nerves; skin blood-flow and 
sweating through sympathetic fibres. In other warm- 
blooded animals panting is added as a defence against heat, 
and piloerection against cold. These mechanisms are 
also under the control of the nervous system. 


Reflex and Central Control 

Now we come to that aspect of the subject wherein has 
lain my own chief interest. How is the effector side 
activated ? Whence, in other words, comes the informa- 
tion that leads to the opening and shutting of the arterio- 
venous anastomoses of the fingers, to the secretion of 
sweat, to the erection of the hairs, and to shivering? In 
the past it has been usual to distinguish between reflex 
and central control. Now, the concept of a reflex is quite 
clear. I cannot do better than quote the master himself, 
Sir Charles Sherrington (1947): 

“The conception of a reflex therefore embraces that of at 
least three separable structures—an effector organ—e.g., gland 
cells or muscle cells; a conducting nervous path or conductor 
leading to that organ; and an initiating organ or receptor whence 
the reaction starts. The conductor consists, in the reactions 
which we have to study, of at least two nerve-cells—one con- 
nected with the receptor, the other with the effector. For our 
purpose the receptor is best included as a part of the nervous 
system, and so it is convenient to speak of the whole chain of 
structures—receptor, conductor, and effector—as a reflex-arc. 

“A simple reflex is probably a purely abstract conception 
because all parts of the nervous system are connected together 
and ho part of it is probably ever capable of reaction without 
affecting and being affected by various other parts, and it is a 
system certainly never absolutely at rest.” 

To most people central control implies the activity of a 
centre. The idea of a centre is, compared with the idea 
of a reflex, much less precise. It developed, I suppose, 
largely to explain respiration. Here was a rhythmic 
discharge of the central nervous, system which ceased 
when the brain stem was severed in the region of the 
fourth ventricle. This was most easily explained by the 
presence in that region of a “‘centre”—i.e., a group of 
nerve-cells endowed with autonomous rhythm which 
could, however, be modified by sensory reflexes and by 
changing the content of carbon dioxide and oxygen in the 
inspired air and thus in the arterial blood. It proved 
convenient to invent other centres—the vasomotor centre, 
the cardioaccelerator centre, the cardioinhibitory centre, 
and the temperature centre—according to whether func- 
tion was lost abruptly by ablation of a specific part of the 
nervous system, or the appropriate activity evoked by 
stimulating it. Perhaps this was a feature of the anthropo- 
morphic age of biological science. At any rate it always 
seemed to me that what were called the lower centres of 
the brain were occupied by a lot of little men each with 
a quite specific job to do. Many of these centres have now 
passed into the limbo of discarded ideas—e.g., the diabetic 


centre of Claude Bernard, the vomiting centre, and the 
cardioaccelerator and cardioinhibitory centres. The 
phenomena to which their conception was due can be 
explained either because the mechanisms concerned 
involve tracts with a finite and specific cephalad extension 
or else because of the location of a specific motor nucleus. 
Nevertheless the respiratory centre remains, though some- 
what shorn of its former powers. It was believed to be 
autonomous; now it is believed that it is actuated by the 
hydrogen-ion concentration of certain cells of the medulla. 
It was believed to be sensitive to arterial oxygen tension; 
now sensitivity to oxygen is known to be largely localised 
in the carotid and aortic bodies, whose receptors influence 
the respiration reflexly. 

Those who use the term “‘ temperature centre ”’ usually 
imply that it is sensitive to changes in temperature, and 
that in this quality, and the homeeostatic effects so evoked, 
lies its peculiarity. Functionally it is therefore rather a 
receptor than a centre, and because I have long thought 
that the concept of centres was not only imprecise but 
misleading I intend to use the term “‘ central receptor ” 
and not the term “ centre ”’ to describe that central struc- 
ture or structures that respond to temperature with the 
appropriate homeostatic effects. 


Control of Vasomotor Tone in the Skin 

Such, though some of the detail is new, was the back- 
ground against which I saw the problem when I was 
first introduced to it. It was my second year working with 
Sir Thomas Lewis. Lewis had the idea that heating the 
body might produce a vasodilatation in the limbs, access- 
ible to measurement by skin temperature, which might 
demonstrate the presence and extent of organic vascular 
disease. We built a chamber that would enclose the trunk 
and ‘in which the air could be heated by electric-light 
bulbs. We showed that heating the trunk did in fact 
produce vasodilatation in the limbs ; that this vasodila- 
tation began first, and was most intense, in those parts of 
the hand that contained arteriovenous anastomoses ; and 
that this vasodilatation was effected through the sympa- 
thetic nerves. We found that the rate of rise and the final 
temperatures reached were less in patients with organic 
vascular disease. We also obtained evidence that sug- 
gested to us the presence of vasodilator nerves, using an 
extremely sensitive preparation—namely, the patient 
with Raynaud’s disease. Subsequently I myself (Pickering 
1936), Arnott and MacFie (1948), and Gaskell (1956) 
have observed that blood-flows through the hand and 
fingers are not significantly different in normal subjects 
when the body is heated, with or without previous 
anesthetisation of nerves. This has been interpreted to 
mean that the conclusions Lewis and I drew were wrong. 
I prefer to think that it is a quantitative question, and 
that vasomotor nerves to the hand are quantitatively of 
little significance. As Grant and Holling (1938) showed 
conclusively, they are much more important in the skin 
of the forearm. 

In view of the long controversy concerning vasodilator 
nerves to the hand, I think I should make my position 
quite clear. It seems unlikely that the patient with 
Raynaud’s disease is peculiar in her quota of vasodilator 
and vasoconstrictor fibres. Rather is it likely that the 
obliterative lesions of the palmar arch and digital arteries 
—the basis of severe Raynaud’s disease—make vasodila- 
tation difficult in the cold hand and thus reveal that 
additional vascular dilatation that can be provided by 
stimulation of vasodilator nerves. In the normal hand, 
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where the digital arteries are patent, the vasodilatation 
produced by release of vasoconstrictor tone is so nearly 
maximal that any extra provided by vasodilator nerves 
cannot be detected. Hess and I (1933) showed that, as 
measured by skin temperature, vasodilatation begins later 
in the foot than in the hand, and we provided evidence 
that this is due to incomplete release of vasoconstrictor 
tone in the foot, an explanation that harmonises well with 
the greater therapeutic effect of sympathectomy in the 
lower than the upper extremity. 

Interesting though this all was, I must confess that I 
was much more interested in how heating the trunk 
produced vasodilatation. There were clearly two possi- 
bilities—namely, a reflex from the heated skin, or activa- 
tion of some central structure by the hot blood returning 
from it. Now, I had spent the year before working with 
Lewis on the effects of occluding the limb circulation on 
the pain of muscular exercise, and on nerve conduction. 
I should have been an inept pupil if I had not realised 
that here lay a method that would answer the question. 
Accordingly, when Lewis was on holiday, I set to work to 
see whether heating the arm whose circulation was 
arrested would or would not produce vasodilatation in 
the other. 

The difficulty was to get conditions right; for anyone who 
has worked with skin-temperature knows that conditions are 
broadly of three kinds: (1) when environmental temperature is 
so high that the extremities are persistently vasodilated; 
(2) when the environmental temperature is so low that the 
extremities are persistently vasoconstricted; and (3) an inter- 
mediate zone in which finger temperature is extremely labile 
and the relationship between stimulus and response hard to 
establish. 

I used a cool room and subjects in whom the finger tempera- 
ture had been raised to 34°C by heating in the hot box. After 
the fingers had come out of the box, their temperature fell ; and, 
when it was about 27°C, the other arm was immersed at 44°C 
with and without the circulation arrested. With circulatory 
arrest, the skin temperature of the other hand continued to fall, 
until the circulation was released: some minutes after release of 
the circulation a vasodilatation similar to that produced by the 
hot box ensued. The method was, however, an unsatisfactory 
one,” since the time at which skin temperature rises when vaso- 
motor tone is relaxed is greatly affected by local temperature; 
variations in skin temperature do not therefore accurately 
reflect the finer variations in vasomotor tone. I therefore 


2. And I never published these observations on skin temperature 
because I never regarded them as being so conclusive as those 
with Stewart’s calorimeter. 
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Fig. 2—Elimination of heat from right hand. Left arm was wrapped 
in cotton-wool till 58th min., when it was immersed in stirred water 
at 42°C. Off, circulation to left arm arrested; On, circulation to 
left arm released. Room temperature 21:5°C (Pickering, Heart, 
1932). 
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Fig. 3—Elimination of heat from right hand. Left arm was first in 
air and its circulation arrested at 35th min. (Off). It was immersed 
in water at 15-5°C at 42nd min. and its circulation released at 52nd 


min. (On). (Pickering, Heart, 1932.) 


changed to Stewart’s calorimeter, in which the heat elimination 
from a hand or foot is measured, using water at 30°C—a tem- 
perature at which the hand vessels are neither unduly con- 
stricted nor dilated. This method is very robust and reliable, 
but it is rather slow and does not detect rapid and transient 
effects. 

I found that, when one arm is immersed at 37°C, arresting the 
circulation to it induced no change in blood-flow in the other 
hand; if the arm with arrested blood-flow was now immersed 
in stirred water at 43°C, a transient vasoconstriction, but no 
vasodilatation, occurred; when the circulation to the hot arm 
was released, nothing happened for a few minutes, and then a 
vigorous dilatation began and persisted during the immersion 
(fig. 2). Clearly the vasodilatation following the immersion of 
an arm in hot water was not a reflex from thermal receptors in 
the skin. It arose in some way from the effect of hot 
blood returning from the limb and acting on a more central 
receptor. 

Cold provided a conspicuous contrast (fig. 3). When the 
occluded limb was immersed in cold water, a vigorous vaso- 
constriction began in the opposite hand; but, as the limb 
remained immersed, the sensation of cold diminished, presum- 
ably as the thermal receptors became adapted to the stimulus, 
and coincidentally the vasoconstriction diminished. If now the 
circulation was released, after a minute or two the vaso- 
constriction began again and this time persisted. Cold clearly 
differs from heat in that it produces a powerful vasomotor 
response refiexly from the receptors of the skin; it resembles 
heat in that a further vasomotor response is produced by cold 
blood leaving the limb and acting on a central structure. 
Similar phenomena were observed when the leg was immersed 
in hot or cold water, or when heat elimination was measured 
from the foot during immersion of the hand. 


The phenomena which I had observed were not unlike 
those observed before, but the procedure of circulatory 
arrest enabled analysis to be made of the nature and site 
of the receptors initiating the reflexes. 

Vasoconstriction in one hand in response to immersing the 
other was first observed by Edwards, wrongly supposed 
to be confined to the symmetrical limb by Tholozan and Brown- 
Séquard (1858), and correctly demonstrated to be a reflex by 
Francois-Franck (1876), the latent period being three seconds. 
Francois-Franck also found that the reflex exhibited fatigue on 
repetition. Stewart (1912), using his calorimeter, showed that 
immersion of one arm in cold or hot water produced in the 
other hand a fall or a rise respectively in heat elimination, the 
former quickly, the latter only after a delay. Although with 
Laffer (1913) he obtained responses from the insensitive limb of 
a patient with peripheral neuritis, he never questioned the reflex 
nature of the response. Nor did Winkler (1902), who found 
that, in rabbits with the spinal-cord transected, immersion of 
the insensitive hindquarters in hot water produced flushing of 
the ears only after a long delay, which he attributed to the 
time taken to warm the skin of the thermosensitive forequarters. 
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In view of Winkler’s arguments, and doubt as to what 
kind of thermal gradient would stimulate the thermal 
receptors in skin, it seemed desirable to see whether 
similar responses were obtainable from parts of the body 
entirely devoid of thermoreceptors. Such, as Hertz (1911) 
showed, is the stomach. Introducing into the stomach, 
through a tube, 400 ml. of water at 20°C or 800 ml. at 
46°C led to the gradual onset respectively of a vasocon- 
striction and a vasodilatation in the hand, each lasting 
15-30 minutes. Water so introduced at 37°C and the 
circulation of either cold or hot water through a tube 
curled up in the ceesophagus were without effect. 

Although, at the time when these experiments were 
done, the idea of a temperature centre sensitive to changes 
in blood temperature was being entertained, no real 
evidence had been adduced for it, and cutaneous vaso- 
motor tone was widely believed to be controlled by 
reflexes from the skin. The new points arising from 
my experiments were : (1) direct evidence for control of 
cutaneous tone by a central structure responding to 
changes in, presumably, blood temperature ; and (2) the 
suggestion that this structure might be extremely sensi- 
tive. To see how sensitive it was, I measyred rectal 
temperature, and this is where I went astray, because I 
found that the greatest change induced during a 10-minute 
period of arm immersion was 0-1°C, and that, though I 
was using apparatus capable of detecting 0-01°C change, 
no change in rectal temperature had occurred when the 
vascular effect began. To check this I also measured the 
heat gained or lost by the body to the hot or cold water 
in which a hand was immersed at the instant the vascular 
response began in the other arm ; about 2:6 kg. cal. had 
been gained or 1-3 kg. cal. lost by the body. If this heat 
gain or loss was distributed uniformly over the body, it 
seemed that the sensitivity of the central structure would 
be of the order of 0:025-0-050°C. 

This estimate has subsequently been corrected by Snell 
and his colleagues, who found that, whereas similar 
amounts of heat had to be transferred in their experiments 
to produce vasodilatation or vasoconstriction (Snell 1954), 
the change in mouth temperature was so large that it had 
to be assumed that some structures in the body would 
have their temperatures changed to the same extent as if 
the heat transfer were confined to the circulating blood- 
volume (Gerbrandy et al. 1954). The sensitivity of the 
central receptor is thus more probably about 0-2°C. 

I made one further set of experiments to test the idea 
that a central receptor or receptors were concerned in 
body-temperature control. 


It seemed to me that, if heat could be provided from within 
the body, no question of skin receptors would arise. Accord- 
ingly I measured heat elimination from one hand while the 
subject exercised on a stationary bicycle, rectal temperature 
being measured thermoelectrically. A typical result is illus- 
trated in fig. 4, which shows the effects of three periods of 
exercise. In each the onset of exercise is accompanied by vaso- 
constriction in the hand. In the first two periods, which are 
short, vasoconstriction persists during exercise and is followed 
by vasodilatation. In the third period, in which the work is 
longer and harder, vasodilatation begins during exercise and 
persists after it. 

The vasoconstriction which marks the beginning of exercise 
had not been described in the hand but had been in the gut 
and spleen by Sir Joseph Barcroft and his colleagues, and is in 
conformity with the other known phenomena occurring during 
this period. The vasodilatation occurring either after exercise 
or during its later stages is clearly compatible with the effects 
of a rise of blood temperature. Here I ran into difficulties. 
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Fig. 4—Elimination of heat from right hand during three periods of 
work on bicycle ergometer. 








I measured rectal temperature and got very unsatisfactory 
results, which I subsequently found were due to the body 
becoming electrically charged during exercise. Before I could 
overcome this difficulty, my.attention became diverted to the 
histamine headache and has since been fully occupied with 
other things. 

It is, unfortunately impossible to calculate the heat gained or 

lost by the body during exercise of this kind, because the resting 
leg muscles are not at 37°C but at a lower temperature, and so 
an unknown fraction of heat production must go in internal 
redistribution of heat. 
Although these experiments did not enable a calculation 
to be made of the sensitivity of the central receptor, they 
were in conformity with its existence and behaviour 
suggested previously. 

I think I should apologise forehaving spent so long 
reliving an intellectual episode now more than a quarter 
of a century old. Two reasons have impelled me to do so. 
First, I am one of those who regard scientific research as 
an intellectual adventure, that can provide the greatest 
excitement I know. These were the first series of experi- 
ments in which the idea, the plan, and the execution were 
exclusively mine, and they have had that rather special 
place in my heart that a mother reserves for her firstborn. 
Secondly these experiments and those subsequently made 
by Snell (1954) are the only ones which give any idea of 
the sensitivity of the central structure regulating vaso- 
motor tone in man, and they indicate that it is very sensi- 
tive. For this reason I have always wondered whether 
this structure may not be a specialised receptor * whence 
may pass impulses whose frequency determines the 
activity of the central nervous mechanisms governing 
heat production and heat loss. In other words, there may 
be a central thermal receptor analogous to the baro- 
receptors of the carotid sinuses and aortic arch, and to 
the osmoreceptors postulated by Verney. 





3. Most receptors are in fact nervous. It may be that the tempera- 
ture receptors are nerve-cells or nerve-endings located in the 
central nervous system. Whether this be so or not, if their activity 
is altered as a.result of small changes in a specific environ- 
mental quantity (in this instance in the milieu intérieur), and 
if, as a result, complex motor effects are mediated through the 
central nervous system, then these structures are receptors in 
the ordinary sense. 
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Fig. 5—Relation between increase or decrease in elimination of heat 
from hand and amount of heat change producing it. Stimulus 
was intravenous infusion of either hot or cold saline solution. 
(Snell, Journal of Physiology, 1954.) 


The idea of a central structure responding to changes in 
blood temperature also occurred to Gibbon and Landis 
(1932), who shortly afterwards published experiments 
similar to mine and who also obtained vasodilatation in 
the hands by immersing in hot water the insensitive lower 
extremities of a patient with a transected spinal cord— 
the human counterpart of Winkler’s experiments. 

Some of the most important evidence regarding the 
activity of the central receptor was provided by Snell 
(1954), who infused hot and cold saline solution intra- 
venously in normal men and was thus able to measure 
accurately the heat transfer and the ensuing vascular 
response in the hand. He found that the least heat 
transfers invariably causing vasoconstriction and vaso- 
dilatation were losses of 3-8 and gains of 2:4 kg. calories 
respectively. He further showed that there is a linear 
relationship between the sizes of heat transfer and vascular 
response of the hand, and that the slopes of the two 
regression lines for heat and cold do not differ significantly 
(fig. 5). This would be consistent with the existence of a 
single set of receptors responding either to a rise or to a 
fall of blood temperature. Furthermore Gerbrandy, 
Snell, and Cranston (1954) demonstrated a linear relation- 
ship between the size of the vascular response of the hand 
(in kg. calories) and the area of the curve of mouth- 
temperature (in °C per minute), provoked by intravenous 
infusions of hot saline solution, though the rectal tem- 
perature is commonly uninfluenced. This disposes of one 
of the main difficulties that other workers have found in 
recognising the activity of the central receptors, because 
they have usually measured, as I measured, the rectal 
temperature, and observed no clear relationship between 

-changes in rectal temperature and changes in vasomotor 
tone. 

These experiments of mine were almost certainly 
misleading in the idea that they left about the importance 
of the temperature receptors in the skin. Man is a terres- 
trial and not an aquatic animal, and the immersion of a 
part in very hot or very cold water, though a convenient 
laboratory device, is not a stimulus that we or our ances- 
tors frequently encountered. The vasoconstriction 
evoked is quite properly seen as merely an aspect of the 
vasoconstriction that follows any strong sensory stimulus 
(Hallion and Comte 1894). 

Kerslake and Cooper (1950) found that exposing the 
trunk of a subject to radiant heat induced, after a latency 


of about 25 seconds, a rise in heart-rate and a vasodilata- 
tion in the hand. They have shown that similar changes 
can be induced by so exposing the lower limbs, and that 
the responses persist when the circulation to the lower 
limbs has been arrested. The responses are unquestion- 
ably reflex. Curiously they disappear when the lower 
limbs are sympathectomised. The receptors are thus 
probably not those that subserve the sensations of heat 
and cold. 

Now, there are two aspects of the behaviour of these 
receptors which require to be further explored because 
they are so clearly important : 

The first, arising from Kerslake and Cooper’s paper (1950) 
is the suggestion that the reflex is not fatiguable, for irradiating 
the trunk for 25 minutes gave vasodilatation persisting as long. 

The second, supported by the preliminary results of Cooper, 

Ferris, and Mottram (1956), is that there is a reflex vasocon- 
striction to exposure to a cold body, that the responses to 
negative and positive radiation are quantitatively related to the 
radiant energy lost or gained, and that the lines relating them 
may be continuous. 
If these points are finally established, then it is clear that 
we have to consider the activity of a set of receptors in 
the skin which are quite different from those ordinarily 
recognised and which may reasonably be supposed to 
have a profound effect on temperature regulation. 

To sum up, blood-flow through the skin and probably 
of the mucous membranes of the mouth and nose (Mudd, 
Goldman, and Grant 1921) is regulated partly by reflexes 
from receptors in the skin, probably different from those 
serving sensation, and partly by the activation of a central 
structure, perhaps a specialised receptor, that responds 


to changes in blood temperature of about 0-2°C. 


Control of Sweating 

Leonard Hill (1921) first showed clearly that sweating 
is under the control of a central temperature-sensitive 
mechanism. He found that the sweating induced by 
sitting in a room at 38°C is stopped in a minute or two 
by putting the hands under a cold tap. If the circulation 
to the arms was occluded, sweating did not stop until 
after the pressure in the cuffs was released. There was 
no fall in rectal temperature, but calorimetric experiments 
showed that the rate of heat loss by the hands immersed 
in cold water was 0-6—-1-2 kg. cal. per minute in two 
experiments. 

This, then, is a heat transfer of the same order as has 
been found to cause vasoconstriction. A great deal of 
work has subsequently been done which shows a strong 
correlation between rate of sweating and deep skin 


- temperature (Kerslake 1955). Since there is also a correla- 


tion with rectal temperature, some have thought that 
sweating is controlled by receptors in the skin, and some 
by central receptors. This is a very difficult problem. If 
skin blood-fiow is in fact controlled by central temperature 
receptors, and if sweating is similarly controlled, a correla- 
tion between skin temperature and sweat-rate might be 
expected. Hill’s experiments still stand as the most 
definitive. 
Control of Shivering 

It is an old controversy whether the additional heat 
production that can be evoked through the thermo- 
regulating mechanism is or is not solely effected through 
shivering. Shivering is probably the main, if not the sole, 
mechanism. Electromyographic records show that, at 
first, the muscle units fire off at different frequencies and 
out of phase with each other (Burton and Bronk 1937) ; 
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later the discharges become phasic. The former irregular 
contraction has been called thermal muscular tone ; the 
phasic discharge constitutes shivering. Cutting the 
posterior roots abolishes shivering but not thermal tone. 
In man shivering is mediated through the anterior roots, 
activated not by the pyramidal tracts but by the lateral 
tectospinal or rubrospinal tracts (Uprus et al. 1935). 
Rather less is known about the afferent side of control, 
but it seems that the same two sets of receptors, peripheral 
and central, are concerned. It is a common experience 
that, if a subject is cold, either the sudden application of 
ice to the skin or a blast of cold air may induce shivering 
in a few seconds—a time interval which is too short for 
other than a reflex from the skin. On the other hand, if a 
subject is warm—e.g., after exercise—the same stimuli 
may not produce shivering. Experiments on dogs 
(Hemingway 1939) on the whole support these impressions 
gained from man. However, the strongest evidence for 
the activity of a central thermosensitive mechanism was 
that provided by Sherrington (1924), who showed that 
immersion in cold water of the insentient hindquarters of 
a dog whose spinal cord was severed produced, after a 
latent period, shivering in the normally innervated fore- 
quarters. 
Thermotaxic Centre 


Evidence concerning the thermotaxic centre is of two 
kinds—namely, loss of this function when parts of the 
brain are removed, and display of the relevant motor 
phenomena when parts of the brain are stimulated, par- 
ticularly by heat or cold. 


Isenschmid and Schnitzler (1914), by careful section of the 
brain stem in rabbits, showed that that part of the diencephalon 
situated in front of the posterior edge of the optic chiasma is 
unnecessary for heat regulation, and that the integrity of the 
tuber cinereum is essential. 

Ranson and Ingram (1935) produced coagulation necrosis 
in the brain stems of rhesus monkeys and allowed them to 
recover. In seven monkeys the ability to protect against 
rise of blood temperature was lost ; in these the lesion was 
bilateral in the rostral part of the anterior hypothalamus. 
Nine monkeys became cold when removed from the warm 
room ; all three had bilateral lesions destroying the posterior 
part of the lateral hypothalamus, in the region lateral to the 
mamillary nuclei. 

Evidence for the spatial separation of centres protecting 
against overheating and overcooling was also obtained in the 
cat by Clark, Magoun, and Ranson (1939) and in the dog by 
Blair and Keller (1946). 

A major difficulty in investigating the responsiveness of 
the brain to changes in its temperature is the profound 
effect of anzsthesia on the vascular system. In man 
general anesthesia is commonly associated with an 
increase in skin blood-flow and a decrease in renal blood- 
flow (Lee et al. 1953). In the dog Hemingway (1941) 
showed that pentobarbitone, amylobarbitone, and ether 
ali reduced the ability to protect against low temperatures. 


Kahn (1904) heated the carotid arteries of rabbits and 
cats and observed flushing of the skin when the mouth- 
temperature had risen by 2°C. Barbour (1912) circulated 
water through a metal tube in the region of the corpus striatum 
and found that 42°C was the lowest temperature that caused 
flushing, and 33°C the highest that caused paling, of the ears 
of rabbits. These changes are clearly much too large to 
represent the activities of the central receptors—at least as 
they are known in man. 

Magoun et al. (1938) introduced paired insulated ‘Nichrom’ 
electrodes into the hypothalamus of cats under urethane 
anzsthesia with the Horsley-Clarke steriotaxic instrument 








and heated the region between them with a high-frequency 
diathermy current. They found that heating an area of the 
hypothalamus dorsal and cephalad to the optic chiasma 
produced acceleration of respiration and sweating of the fore- 
pads. Similar results were obtained in cats and dogs under 
nembutal, chloralose, and urethane anesthesia by Folkow 
et al. (1949). In cats the responsive region was 8 mm. caudal 
to the anterior border of the optic chiasma. In this region a 
temperature rise of not more than 0-5°C produced slight 
cutaneous vasodilatation after a latency of 15-20 seconds. 
This is the strongest evidence concerning the location of a 
central temperature receptor. 

Hemingway et al. (1940) had come to the same conclusion. 
They placed gold electrodes on the ventral surface of the 
brain, anteriorly between the optic tracts and over the chiasma, 
and posteriorly between the pituitary stalk and mamillary 
bodies. A month later shivering was induced by cold. Heating 
the anterior electrode with a diathermy current stopped 
shivering ; heating the posterior electrode did not. 

Strém (1950) systematically explored the hypothalamus 
of anzsthetised cats with one electrode cooled by water and 
failed to observe any alterations in cutaneous blood-flow 
or respiratory rate when the anterior or posterior hypothalamus 
was cooled to 31—36°C. On the other hand, if the anterior 
hypothalamus was so cooled while heating by diathermy was 
in progress, the cutaneous heating produced by diathermy 
disappeared. Cooling the carotid arteries was not effective in 
cooling the hypothalamus but produced vasoconstriction 
that was thought to be a reflex from cooling the facial skin. 

It has been very generally concluded from the destruc- 
tive experiments that there are two thermotaxic centres 
one of which protects against cold while the other protects 
against heat. In fact all the evidence displays is that the 
tracts Subserving these two functions pass through differ- 
ent areas of the hypothalamus and can be separately 
interrupted. The evidence that heating a quite local area 
of the hypothalamus produces changes that duplicate 
those elicited by exposing the body as a whole to heat is 
very strong evidence that this is the site of the central 
receptor responding to heat ; as Folkow et al. (1949) have 
shown, the rises of temperature are too small to represent 
a non-specific stimulus. The evidence would be stronger 
if the same area had been shown to respond to cold, but 
this is much more difficult technically, and so far the sole 
evidence is Strém’s (1950) observation that cold will 
inhibit the effects of heating. 


Thermotaxis as Example of Homeostasis 
Having considered the parts, we may now try to view 
the whole, to see how the various mechanisms are inte- 
grated and coordinated to régulate body temperature. 
As we have seen, there are three effector mechanisms in 
man—shivering, cutaneous vasoactivity, and sweating— 
which regulate heat production and heat loss. All are 
effected through the nervous system, as are the other two 
devices of mammalia, polypneea, and piloerection. These 
effector mechanisms require the integrity of the central 
nervous system up to and including much of the hypo- 
thalamus. We may assume that the nervous pathways 
extend cephalad to about this point in the central nervous 
system. 

So far the problem is non-controversial. What is con- 
troversial is the way in which this mechanism is activated. 
A commonly held view is that of Bazett (1949) supported 
by Burton and Edholm (1955). They consider that cutane- 
ous reflexes play a dominant role and that the chief thermal 
receptors are those of the skin: “ There is no need to 
postulate a specialised ‘ thermal receptor’ in the brain, 
for which we have no histological evidence whatever.” 
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They think that there is “ definite evidence of the ana- 
tomical and physiological separation of the heat loss and 
heat conservation centres,” and they think that the 
evidence that exists for some central control can be 
explained by the effect of temperature on the relaying and 
conducting functions of these centres. 

The evidence collected here leads me to think that this 
is not a correct assessment of the situation. —To my mind 
the evidence points strongly to the dominant role of the 
central receptor or receptors and the subsidiary role of the 
cutaneous receptors. Whether the central receptors are 
situated in the hypothalamus or not is important but not 
essential to the concept. These several receptors give rise 
to nervous impulses which are, no doubt, summated and 
integrated in the brain and excite the various efferent 
mechanisms. 

I think we can take it as established that the thermal 
receptors of the skin are concerned with temperature 
regulation. By reason of their situation and-of the reflex 
responses to which they give rise, they are most probably 
concerned in the immediate protection of the body against 
hot and cold environments. For example, Sherrington 
(1924) noted that, when a normal dog was removed from 
its pen at 26-6°C to a cold room at 1°C, the vaginal 
temperature at the end of 40 minutes showed a slight rise. 
Again, Kerslake and Cooper (1950) observed that, when 
the limbs or trunk are exposed to radiant heat, the reflex 
vasodilatation in the skin is regularly accompanied by a 
fall in mouth temperature. In each of these two instances 
the actual change in central body temperature is the 
reverse of the environmental change ; reflexes from the 
skin have overcompensated for the change in the milieu 
extérieur. However, we still have a great deal to learn 
about the behaviour of these receptors. I used to think 
that, as Francois-Franck (1876) first pointed out, they 
were easily fatigued. It seems probable, however, that 
the receptors are not themselves responsible for sensation 
and their detailed behaviour, in so far as this is manif- 
ested by reflex changes, remains to be explored. 

I think we can take it as established that a central 
receptor or receptors are also concerned in temperature 
regulation ; their activity has been demonstrated in the 
control of cutaneous vasomotor tone, of sweating, and of 
shivering. 

In considering the relative importance of these receptors 
one major fact stands out—namely, that the constancy 
achieved in the temperature of the central parts of the 
body is of a very high degree, whereas that of the skin is 
not. This consideration alone makes it probable that the 
central receptors play a dominant, and the skin receptors 
a relatively subsidiary, role in the long-term regulation 
of temperature. This case remains incomplete in the 
sense that the location of the central receptors is not yet 
proved, nor is it known by virtue of what physicochemical 
peculiarity they respond in the way that they seem to. 
Thus, though there is suggestive evidence that areas in 
the hypothalamus close to the optic chiasma respond 
appropriately to a rise of temperature, there is virtually 
none that they respond to a fall. Nor is there any evidence 
that these areas differ in their histological appearance 
from other cells of the hypothalamus (Eliasson and Strém 
1950). 

The concept of the mechanism regulating temperature 
in man developed here is thus as follows. Small deviations 
in central body temperature are opposed by corresponding 
deviations in cutaneous vasomotor tone. Larger devia- 


tions upward or downward are opposed respectively by 
sweating and by shivering.. The effector mechanisms are 
activated chiefly and persistently by central receptors, 
less importantly and intermittently by cutaneous receptors. 
Coordination and integration take place within the central 
nervous system, probably in the hypothalamus or below. 
The spinal tracts concerned in the control of shivering 
and vasomotor tone are probably different, and this may 
account for the way in which protection against heat and 
cold are differentially affected by localised hypothalamic 
lesions. Except in this sense it is unlikely that there are 
different centres for the regulation against heat and cold. 


Comparison with Other Homeostatic Mechanisms 


The concept here presented of the way in which the 
temperature of the milieu intérieur is regulated assigns a 
dominant role to receptors that appreciate changes in that 
milieu—receptors that may properly be called proprio- 
ceptors, as opposed to the exteroceptors of the skin. To 
put this concept into perspective it may be compared 
with the mechanisms regulating blood-pressure and 
blood-sugar. 

Blood-pressure 

The old concept of the regulation of blood-pressure 
was that both the peripheral resistance and the cardiac 
output were under the control of autonomous medullary 
centres—the vasomotor, cardioinhibitor, and cardio- 
accelerator centres (see Bayliss 1923). The activity of 
these centres was affected by impulses from the various 
sensory nerves and the higher centres, and by oxygen and 
carbon-dioxide content of the blood. 

It was always difficult on this concept to see how the 
blood-pressure was so nicely regulated. However, the 
work of Hering and Heymans has shown how profoundly 
defective this concept was. We now know that perhaps 
the most important regulators of blood-pressure are the 
baroreceptors of the carotid sinus and the aortic arch ; 
alterations in pressure in these proprioceptors alter the 
number of impulses originating from them, and so lead 
to the reflex initiation of changes in heart-rate and vaso- 
motor tone that tend to oppose the alteration. The 
effector paths, including those to the adrenal medulla, are 
nervous, and the mechanism is thus almost a perfect 
analogue for that here presented as responsible for 
temperature control. 

In addition the renin-hypertensin system is probably 
concerned in the control of arterial pressure. As to how 
that control is effected I have nothing material to add to 
what I presented fourteen years ago (Pickering 1943) ; 
it is, however, unlikely that a nervous mechanism is 
involved. This mechanism, if it is indeed concerned in 
blood-pressure control, has no known analogue for 
temperature. 

Blood-sugar 

The control of the blood-sugar level is quite different 
from either of the foregoing. The first line of defence 
seems to be the taking up or discharge of glucose by the 
liver and muscles from or into the blood. This control 
is effected largely through increase or decrease in the 
secretion of insulin by the pancreas, which is itself con- 
trolled by the sugar content of the blood perfusing it. 
The second line of defence is the mobilisation of glucose 
from the liver due to the action of adrenaline, secreted in 
response to the effects of low blood-sugar level on the 
cells of the central nervous system. 
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Here, then, we have a chemical quantity, regulated 
largely by chemical means—i.e., by hormones, which are 
themselves controlled by the blood-sugar. 

The principle in all these three examples is the same 
—i.e., if a particular quantity in the milieu intérieur is 
regulated within narrow limits, the regulating mechanism 
is chiefly activated by alterations in that quantity. It 
seems to me not improbable that this principle is of quite 
general application. 

(To be concluded) 


REFERENCES 


Arnott, W. M., MacFie, J. M. (1948) ¥. Physiol. 107, 233. 
Barbour (1912) Arch. exp. Path. Pharm. 70, 1. 
Barcroft, J; (1934) Features in the Architecture of Physiological Function. 


Bayliss, W. . (1923) The Vaso-Motor _—— London 
Bazett, H. C. oo 2 ie] Nae wh th, L. hg aapeg of Heat Regulation 
and the Science of thing. Philad us 


a C. (1865) fee ae a Pend = la médecine expérimentelle. 


‘aris. 
— (1878) Lecons sur les phénoménes de la vie. Paris. 
Blair, J. R., Keller, A. D. (1946) . neuropath. 5, 240. 
Burton, A. C., Bron, D mf (1937) Amer. F. Physiol. 119, 284. 
Edholm. 955) Man in a Cold Environment. London. 
Clark, < Magu, Si Ww, gy S. W. (1939) ¥. Neurophysiol 2, 61. 
» Ferres cy — F. fees. Physiol. 131, 29r. 
cent R. “i957 Den 7.8 wre. 
hysiol. 11 
Bias! nat 


— Kerslake, D 

Darwin, C. (1933) D e¢ Voyage of 1H oL. S. Beagle (edited by N. 
—. London. Po 

Eichna, p Sea .» Berger, A. R., Radn, B., Becker, W. H. (1951) 7. clin. Invest. 


Eliasson, S., Strém, G. (1950) Acta physiol. scand. 20, 113. 
Folkow, B., Strém, G., Uvnias, B. (1949) ibid. 17, 317. 
eee - x ‘Franck, C. E c. E. (1876) in Marey, E. J. Physiologie Experimentelle; 
vo! 
Gaskell, P. F569 Physiol. 131, 647. 
Gerbrandy, J., Snell, E. S., Cranston, W. I. (1954) Clin. Sci. 13, 615. 
Gibbon, J. H., jun., Landis, E. M. (1932) J. clin. Invest. 11, 1019. 
Grant, R. T., Holling, H. E. (1938) Clin. Sci. 3, 273. 
Hallion, Comte (1894) Arch. Physiol. norm. path. 6, 381. 
Hem , A. (1939) jae. Physiol. 1 736. 
1941) ibid. 134, 3 tate - 
mussen, T., Wikoff, H., Rasmussen, A. T. 
physiol. 3, 329. 
Hertz, A. F. (1911) Lancet, i, 1051. 
Hill, L. (1921) ¥. Physiol, 137, Pp. 
Isenschmid, V. R., Schnitzler, W. (1914) Arch. exp. Path. Pharm. 76, 202. 
Ivy, A. C. (1944) Quart. Bull. Northw. Univ. med. Sch. 18, 22. 
Kahn (1904) Arch. Anat. Physiol. (Physiol. Abt. Suppl.), p. 81. 
Kerslake, D. M. (1955) ¥. Physiol. 127, 280 
— Cooper, . (1950) Clin. Sci. “si. 
, G. de J. urchill-Davidson, H. C., Miles, B. E., de Wardenér, H. E. 
(1953) Clin. Sci. 12, 169. 
Lefevre, J. (1911) Chaleur animale et bioénergétique. Paris. 
Lewis, T., ge G. W. (1931) Heart, 16, 33. 
, Harrison, F., Brobeck, J. R., Ranson, S. W. (1938) ¥. Neuro- 
hasta: L iol. 
Martin, C. J. 21930) Lancet, ii, 561, 617, 673. 
Mudd, S., Goldman, A., Grant, S. B. (1921) 7. exp. Med. 34, 1 
= (1940) Introduction to Medical 


—s M. S. (1905) in A System of Medicine (edited by T. C. Allbutt 
H. D. Rolleston) ; vol. 1, p. 823. London. 
= G. W. (1932) ny 16, 115 
936) Clin. Sci. 2, 2 
— (1943) Brit. yh 
_ ess, W. (1933) Clin. * 325 1, 213 
Ranson, . R.( (1935) a Soc. exp. Biol., N.Y. 32, 1439. 
Sherrington, é. Ss. 1924) f. Physiol. 58, 405. 
— (1947) The tive Action of the Nervous System. London. 
Snell, E. S. (1954) F. , Pha. 125, 361. 
Stewart, G. N. (1912) Heart, 3, 76. 
Laffer ler (1913) Arch. intern. Med. at, 3 - 
Strom, G. (1950) Acta physiol. scand. 20, 
They, Brown-Séquard (1858) 7. Bhywiol.’ ie Thomme et des animaux, 
U; bs Wes ‘Gaylor, J. B., Carmichael, E. A. Me Brain, 58, 220. 
ite, W. H. (1897) Lancet, i i, 1659, 1721; ii, 1, 73, 395. 
vane © en Sitzungsb. Akad. Wiss. "Math, Natur. Classe, Wien, 111, 
t. 


(1940) ¥. Neuro- 


Biometry and sete, p. 359. 








. Few health workers have had a serious chronic illness 
and so the world of the patient is unfamiliar to them. They may 
be familiar with his lungs, joints, blood pressure, or blood 
sugar concentration, but his outlook on life, likes and dislikes, 
private terrors, and feelings about his family can be as unfamiliar 
as the uncharted bottom of the sea. . . . The worker should 
remember that chronic illness is a way of life. . . . He must be 
careful and tender of feelings, but decisive and affirmative. 
Patients are made more anxious by too passive an approach.” — 
Prevention of Chronic Illness. Commonwealth Fund. Harvard 
University Press. 1957. 
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For many years it has been known that X-irradiation 
may damage the kidneys, but the clinical importance of 
this has been recognised only recently (Luxton 1953). - 

Schulz and Hoffmann (1905) were the first to study the 
histological changes in the kidney following experimental 
irradiation. In rabbits they observed a great increase of 
interstitial tissue, together with atrophy of the tubules and 
glomeruli which they attributed to compression by the new 
connective tissue. The blood-pressure was not measured, but 
in one rabbit examined after 48 days (the longest period of 
observation after irradiation) muscular hypertrophy of the 
renal vessels was noted. 

Hartman et al. (1926) irradiated dogs’ kidneys in situ, 
using high-voltage X-rays to-avoid excessive damage to the 
abdominal wall. They confirmed the earlier finding of a great 
increase of connective tissue replacing the tubules: the 
glomeruli were not decreased in number, but in dogs observed 
for more than 3 months after irradiation they exhibited various 
degrees of hyaline atrophy. Blood-vessels of all sizes in the 
kidney showed thickening of their walls and in many cases 
obliterating endarteritis. Hypertension was noted in these 
long-standing cases, and death was usually due to renal failure. 
Later the same workers (Hartman et al. 1927) demonstrated 
hypertension, renal failure and histological lesions when one 
kidney of a dog was exteriorised and irradiated, the other being 
removed and the rest of the body protected by lead. O’Hare 
et al. (1926) made similar observations ‘in rabbits. 

Essentially the same findings were obtained in rats by 
Bennett et al. (1953), who used whole-body irradiation under 
anoxic conditions to lower the mortality-rate. With a dosage 
of 600-1400r, nephrosclerosis and moderate hypertension were 
observed after 300 days. 


In man, evidence of renal damage was reported by 
Warthin (1907) in patients irradiated for leukemia. Much 
later ; 

Dean and Abels (1944) described a most interesting case 
of a woman, aged 20, with an abdominal mass who received 
4600r to the left upper quadrant of her abdomen in 25 days. 
7 years later she was found to have hypertension with evidence 
of impaired function in the left kidney. At operation this 
kidney was found to be shrunken and fibrotic, and after its 
removal the blood-pressure returned to normal. 

Zuelzer et al. (1950) reported a form of glomerulonephritis 
in three children who had received therapeutic irradiation 
(5000-6850r in 4 months) to the renal area. All of them died 
from renal failure and hypertension within 7 months of the 
first irradiation. Renal changes included lesions of the 
glomerular capillaries and Bowman’s capsule, tubular atrophy 
and necrosis, and interstitial fibrosis; no blood-pressure 
measurements were recorded. 

The infrequency of such reports was no doubt due to the 
rarity of the conditions for which the upper abdominal 
areas were subjected to high-dosage irradiation. 

Luxton’s series—the largest yet published—consisted 
of patients who during treatment of testicular tumours 
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received intensive irradiation (2300r in 5 weeks) over 
a wide field including both kidneys. Of those at risk, 
twenty-seven (about 20%) developed albuminuria; nearly 
all had hypertension, and in many there was renal 
impairment. 

No serial studies of blood-pressure, urine, or renal function 
were made from the time of irradiation, because the renal 
complications were unexpected. Thus many of the cases could 
be reviewed only retrospectively. From the evidence available 
it appeared that the blood-pressure rose after an interval of at 
least 6-12 months after irradiation. 

Luxton classified his series clinically into acute and chronic 
radiation nephritis and benign and malignant hypertension. 
In the two cases classified as malignant hypertension albumin- 
uria was present when the urine was first examined, but one 
patient had normal renal function: both patients died within 
7 weeks of the onset of symptoms. 

Of the whole series seven patients died, and necropsy 
material from four was studied and reported fully by 
Russell (1953). In three necropsies on patients who 
presented with “ acute radiation nephritis ” the important 
histological lesions were thickening of the renal capsule, 
diffuse interstitial fibrosis, tubular degeneration, glomer- 
ular hyalinisation, arterial hypertrophy, and arteriolar 
hyaline necrosis. This picture is in nearly ail respects 
similar to that described in laboratory animals. In one 
case presenting with malignant hypertension there was 
again widespread interstitial fibrosis, with a tendency to 
form dense wedges of sclerotic atrophy. Most of the 
glomeruli were abnormal and showed partial or complete 
hyalinisation and occasional hemorrhagic infarction; the 
tubules were largely atrophic. Hyaline arteriosclerosis and 
endarteritis fibrosa of the interlobular arteries, and 
fibrinoid necrosis of arterioles, were present. 

Luxton thought that fibrous thickening of the kidney 
capsule was a possible but unlikely cause of the hyper- 
tension, by analogy with the perinephritis observed when 
hypertension is produced in animals by enclosing the 
kidney in a ‘Cellophane’ capsule. However, in our 
studies of malignant hypertension at The London Hos- 
pital we have observed cases in which this syndrome 
followed irradiation of the kidneys, and in two instances 
there was an apparent dissociation between hyper- 
tension and irradiation sclerosis. In these, there was no 
evidence of diffuse interstitial fibrosis, glomerular 
hyalinisation, tubular atrophy, or severe thickening of the 
renal capsule. Indeed, the most significant histological 
changes in the kidneys were scattered arteriolar and 
glomerular necroses presenting a picture indistinguishable 
from that of early malignant essential hypertension. 

These findings led us to the view that in certain circum- 
stances irradiation of the kidneys might induce hyper- 
tension in the absence of irradiation sclerosis, and that 
in such cases renal structural changes might be pre- 
dominantly secondary to the hypertension. In this paper 
we shall first describe two patients in whom hypertensive 
renal disease developed after irradiation, illustrating these 
two distinct patterns of renal structural damage. We shall 
then present a series of experimental studies in the rat, 
designed to clarify the relation between hypertension and 
structural changes in the kidney following irradiation. 


Two Types of Hypertensive Renal Disease due to 
Irradiation of the Kidneys in Man 
FIRST CASE 
The first patient received deep X-ray therapy for an 
abdominal carcinoma and died 8 years later with hyper- 


tension and uremia. The histological picture is the com- 
mon type in which chronic irradiation sclerosis is 
associated with hypertensive renal lesions. 


First Admission 

A woman, aged 35, was admitted on March 31, 1946 (no. 
40430). Swelling of her ankles had been noticed 6 weeks 
previously, followed by sudden pain in her right calf after 
3 weeks and swelling of the whole limb. 

Examination.—Signs of right femoral thrombosis: large 
firm upper abdominal mass; moderate ascites. Apex-beat not 
displaced. Blood-pressure 160/100 mm. Hg; falling to 120/80. 
Urine: sp. gr. 1-015, no albumin. Hb 88%, leucocytes 7300 
(normal differential count). Wassermann reaction negative. 
Barium meal and chest radiograph normal. Intravenous 
pyelogram normal. 

Laparotomy (April 3, 1946).—‘* Solid lobulated mass 
attached firmly to posterior abdominal wall, probably con- 
nected with pancreas.”’ Microscopical report on biopsy speci- 
men: “ piece of pancreas, infiltrated by carcinoma composed 
of solid groups of small polygonal cells.” 

Deep X-ray therapy started on May 28, 1946. Upper 
abdominal baths, 3000r, 26 treatments in 35 days. During the 
next 12 months the ascites and abdominal mass gradually 
diminished. The patient ceased to attend hospital, and 
remained well for some years. 


Second Admission (May 4, 1954) 

Generalised aches and malaise for 2 weeks, and frequent 
vomiting for 3 days. Sallow complexion; pulse 110; neck 
veins distended, well-marked pulsation in suprasternal notch. 
Apex-beat in mid-axillary line. Heart sounds normal. Blood- 
pressure 190/115. Death occurred suddenly soon after 
admission. 

Postmortem Findings 

Kidneys contracted (left 3'/, oz., right 14/, 0z.), granular sub- 
capsular surface, cortex narrowed, arcuate arteries prominent. 
Great hypertrophy of left ventricle; considerable atheroma. 


koa ‘2 


Fig. 1—Case 1, malignant 


hypertension following irradiation of 
kidneys: irradiation sclerosis of kidney. (Haematoxylin and eosin. 
x 57.) 
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(Edema of lungs. Membrano-hemorrhagic “ uremic” colitis 
No definite abnormality in or around pancreas. 

Histology of kidneys (fig. 1).—Gross disorganisation of renal 
pattern, particularly in the smaller kidney; variable fibrous 
thickening of capsule. 

Glomeruli: not significantly reduced in number, but more 
than half show hyaline degeneration of tuft and great colla- 
genous thickening of Bowman’s capsule. Many hyaline 
glomeruli are aggregated in subcapsular areas of fibrosis (fig. 1), 
but others are scattered throughout cortex. Most other 
glomeruli appear normal, but a few show acute focal, some- 
times hemorrhagic, necrosis of tuft. 

Tubules: very severe diffuse atrophy, with slight dilatation. 

Vessels: frequent fibrinoid necrosis of afferent arterioles and 
interlobular arteries. Endarteritis of some interlobular arteries ; 
fibroelastic intimal thickening and medial hypertrophy of 
larger arteries. 

Interstitial tissue: diffuse fibrosis, moderately cellular, with 
fairly uniform collagen deposition involving both cortex and 
medulla. 

This patient had a normal blood-pressure when, at the 
age of 35, she received irradiation to the upper abdomen 
over a wide field, including the kidneys. When hyper- 
tension developed is unknown, because she was not 
observed until symptoms of uremia appeared’ 8 years 
later. The interstitial fibrosis, atrophy of the glomeruli 
with fibrosis of their capsules, and the changes in the 
larger arteries indicate a longstanding and slowly pro- 
gressive nephrosclerosis. Fibrinoid arterial and arteriolar 
necroses and glomerular necroses are evidence of terminal 
acute hypertensive renal damage. In many ways these 
structural changes resemble malignant nephrosclerosis 
superimposed on benign nephrosclerosis; nevertheless in 
certain respects the picture differs from any other form of 
Bright’s desease. The features characteristic of irradiation 
nephrosclerosis are the diffuse interstitial fibrosis and the 
large numbers of fibrohyaline glomeruli, both aggregated 
in subcapsular fibrotic zones and diffusely scattered 
through the cortex. 

SECOND CASE 

The second patient received deep X-ray therapy after 
orchidectomy for seminoma of testis and died 11 months 
later with hypertensive heart-failure and uremia. The 
histological picture is indistinguishable from that of early 
malignant essential hypertension. 

A man, aged 27, underwent right orchidectomy for seminoma 
of testis in October, 1947. Blood-pressure 140/90 mm. Hg, 
urine normal. From January to February, 1948, he was treated 
with deep X-ray therapy to para-aortic regions. Upper 
abdominal baths, 3000r, 26 treatments in 36 days. On Dec. 18, 
1948, he was admitted to The London Hospital (no. 4285) 
complaining of severe breathlessness, weakness, and dimness 
of vision. 

Examination.—Orthnopneic, Cheyne-Stokes respiration, 
blood-pressure 210/130, pulsus alternans. Apex-beat 6th space 
in anterior axillary line; gallop rhythm; crepitations at left 

base; liver enlarged and tender; speen palpable. Optic fundi: 
bilateral papilleedema and exudates, distended veins, and 
narrowed arteries. Urine: albumin, trace to '/, volume, sp. gr. 
1-010; moderate number of granular casts and red blood-cells. 
Blood-urea 150 rising to 270 mg. per 100 ml. Hb 34%. X-ray 
of chest: mottled shadows suggesting pulmonary cedema. 
Condition deteriorated rapidly; death on Jan. 4, 1949. 
Postmortem Findings 

Kidneys not contracted (12 oz.); capsule adherent in parts; 
scattered petechie on subcapsular surface. Great cedema of 
lungs, small pleural effusions. Heart 17!/, oz., great hyper- 
trophy and moderate dilatation of left ventricle, coronary 
arteries free from atheroma; moderate atheroma of aorta. 
(Edema of liver and spleen. No evidence of secondary growth. 
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Fig. 2—Case 2, malignant 
kidneys: glomerular and arterial 
sclerosis (Haematoxylin and eosin. x 57.) 


hypertension following irradiation of 
necrosis without irradiation 


Histology of kidneys (fig. 2).—No distortion of renal pattern. 
Focal subcapsular scarring with adhesion and thickening of 
renal capsule in these areas, but no general capsular fibrosis. 

Glomeruli: not diminished in number; majority appear 
normal, but many show acute, often fibrinoid, sometimes 
hemorrhagic necroses (fig. 2). Capsular epithelial proliferation 
in a few glomeruli, early capsular fibrogis in others. 

Tubules: not dilated; diffuse albuminous degeneration, 
severe in places, occasional hyaline droplet degeneration. 
Some tubules contain red-cell aggregates, others altered blood. 

Vessels: severe fibrinoid necrosis of scattered arterioles and 
interlobular arteries, no endarteritis. Medial hypertrophy but 
only slight intimal elastic hyperplasia in larger arteries. 

Interstitial tissue: diffusely increased in cortex and medulla 
owing largely to cedema, but with slight cellular proliferation ; 
congestion of intertubular capillaries. 

This patient had a normal blood-pressure when, at the 
age of 28, he received irradiation to the renal areas. He 
died of malignant hypertension less than a year later. 
Histologically acute arterial and glomerular necroses are 
the most prominent lesions, a picture closely resembling 
malignant essential hypertension in its early stages. The 
interstitial cedema could be explained by terminal heart- 
failure, of which the other organs showed ample evidence. 
There was no irradiation sclerosis. 

The contrasting histological patterns in these two cases 
indicated the dual nature of irradiation damage to the 
kidneys in man. It was the recognition of this which led 
us to undertake the following experimental investigation. 


Irradiation of the Kidneys in Rats 
METHODS 
Experiments were performed with rats of the Wistar strain. 
All the experiments reported here were on female rats which, at 


the time of irradiation, were aged 86-97 days, weighed 154-195 g., 
and had a systolic blood-pressure of 95-130 mm. Hg. The systolic 
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IRRADIATION OF KIDNEYS IN RATS (1100r single dose) 





Experiment 1 
(irradiation both kidneys 
exteriorised) 
Number of rats - - i 5 
i t systolic blood-pressure (mm. 
Tas ‘ee bs - ae 150-220 
Interval from irradiation to hyper- 
tension (days) we + ae 126-216 
(average 155 
Controls Kidneys exteriorised without 


irradiation (4 rats) 


blood-pressure was measured weekly under light ether anesthesia 
by a modification of the tail-plethysmograph method (Byrom and 
Wilson 1938). The upper limit of normal blood-pressure was taken 
as 140 mm. Hg. The rats were maintained on the stock diet and 
drank tap-water. 

X rays were from a Victor therapy set working at 200 kV and 
10 mA. The rays were filtered through 0-5 mm. of copper plus 
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Fig. 3—Experiment |, irradiation of both exteriorised kidneys of 
rat: irradiation sclerosis with severe fibrinoid necrosis of arteries. 
(Hematoxylin and eosin. « 58.) 


1 mm. of aluminium. The half-value layer was 1-0 mm. of copper. 
Irradiation was applied to the rats by means of special ‘ Perspex ’ 
applicators mounted on a base-plate fixed to the main tube housing 
after the normal “‘ master-cone ” had been removed. The focus-skin 
distance was 16 cm. The dose-rate at the applicator face 

was’ about 300r per minute with back scatter, and the 8°? 
total dosage in all cases was 1100r' at the proximal MM.HG 
surface of the kidney, administered at one exposure. 
This dosage was selected after preliminary trials had 
shown it to be the most consistent in producing hyper- 
tension compatible with long survival. The dosage assess- 
ment, based on suitable ionisation-chamber measure- 
ments, was considered accurate to +5%. During 
exposure the rats were kept under ether/air anesthesia. 
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Experiment 2 Experiment 3 
(irradiation of one kidney (band irradiation of both kidneys 
exteriorised) in situ) 
ll | 12 
175-235 155-200 
(155-230 after one kidney removed) 
, any | —— 
average (average 230) 
One kidney exteriori | Irradiation over chest (5 rats), irradia- 
replaced (6 rats) tion of pelvis (3 rats), no irradiation 


(10 rats) 


(2) One or both kidneys were drawn out on to the rat’s flank 
through loin incisions (after freeing the suprarenal gland), and two 
lead shields with central slots were slipped in opposite directions 
beneath the kidney with the renal pedicle lying in the slots, thus 
effectively shielding the rest of the body from irradiation. A special 
perspex applicator, of kidney size and shape, was then brought in 
contact with the kidney, which was immediately replaced after 
irradiation. This procedure we call “‘ irradiation of the exteriorised 
kidney ”’. 

RESULTS 
Experiment 1: Irradiation of Both Kidneys Exteriorised 

The details of this experiment are shown in the accompany- 
ing table. Although only five rats were included in this group, 
the results were remarkably uniform. Hypertension developed 
in 126-216 days after irradiation (average 155 days), and the 
range of the maximum blood-pressure was 150-220 mm. Hg. 
Controls were provided by repeating the exact operative 
technique without irradiation, and all these were normotensive 
at the end of the observation period of 416 days. 

Pathological findings in kidney (fig. 3).—The kidneys were 
examined after 1-4 weeks’ hypertension. They were moder- 
ately contracted. 

Histological examination showed severe zonal fibrosis with 
moderate to severe tubular atrophy. Glomeruli in the atrophied 
areas were crowded together and showed hyaline fibrosis and 
shrinkage of the glomerular tufts, with slight collagenous 
thickening of Bowman’s capsule. In less damaged kidneys 
many of the glomeruli within the scarred areas appeared rela- 
tively normal. Outside the areas of fibrosis the renal tissue 
either appeared normal or showed moderately severe tubular 
degeneration. In both the fibrotic and the non-fibrotic areas 
of the kidneys acute fibrinoid necroses of glomeruli and 
arterioles were common. 

The kidneys of the controls showed no abnormality. 








Two forms of application were used: 

(1) The rats were placed prone and a perspex applicator 
measuring 5 x 3 cm. was brought down from above until 
it was gently pressing on the spine in a transverse direc- 
tion across the axis of the body. Thus a 3 cm. band of 
irradiation could be administered to the rat across the body 
at any level. The upper and lower limits of the kidneys 
were defined by palpation under anesthesia and marked 
on the shaved skin of the back. The distance between 50 
these limits was less than 3 cm., and the applicator could 
be so placed that both kidneys received the dosage. This 
form of irradiation we call “ band irradiation of kidneys 
in situ”. In control groups the band of irradiation was 


1OOF 





placed either above the upper or below the lower limits 
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IRRADIATION 
OF NEPHRECTOMY 
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of the kidneys. 


1. This dosage was measured before the recent reassess- 
ment of the réntgen (Kemp and Hall 1954; Smith 1955) 
and corresponds to 1175r on the new assessment. 
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Fig. 4—Blood-pressure of rats after irradiation of one kidney, with and without 


subsequent removal of irradiated kidney. 
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Conclusions.—Following irradiation of the exteriorised 
kidneys in the rat, hypertension develops after a latent interval 
similar to that seen in man. Histologically a picture of irradia- 
tion sclerosis is produced which very closely resembles that 
— seen in the human kidney. 


Experiment 2: One Kidney Exteriorised and Irradiated 

) Fibrinoid necrosis of arterioles and necrotic lesions in the 
glomeruli form a fairly constant and prominent feature of 
? irradiation sclerosis. Since it has been shown in other experi- 
= ments, using the technique of renal-artery constriction, that 
— these lesions are secondary to hypertension (Wilson and Byrom 
1939), an experiment was devised to see whether this relation- 
ship could also be demonstrated in irradiation sclerosis. For 
ank this purpose it was decided to irradiate one kidney in the hope 









— that a comparison of the vascular lesions in the irradiated 

_ kidney with those in the opposite kidney might provide an 

cial answer to this problem. 

- in The details of this experiment are shown in the table. 

fter Eleven rats were included in the series, and in six controls the } $e Ne i et. een 

sed operative technique was repeated but without irradiation. The § ; Ke nee Ra ST aa ae 4 
intervals from irradiation to hypertension were longer than in "0% CE nt SSM ee , : 
the first group with limits of 152 to 266 days (average 215 days). Fig. 6—Experiment 2, irradiation of one exteriorised kidney of rat: 

« The maximum blood-pressure range was 175-235 mm. Hg. irradiation sclerosis with severe fibrinoid necrosis involving large 

sie After the blood-pressure rose it remained high, but there were and small arteries. (Haematoxylin and eosin. = 58.) 

“A large fluctuations sometimes associated with hypertensive 

3 the tubular epithelium. These 

the changes were identical with those 

ig. observed in the opposite kidney after 

ive unilateral renal-artery constriction 

ive (Wilson and Byrom 1939, 1941). 

The extent and severity of the 
ere lesions in the non-irradiated kidney 
ier- were roughly related to the degree 

and duration of the hypertension. 
ith In one rat the blood-pressure remained 
ted normal 200 days after irradiation and 
me no lesions were found in the opposite 
pus kidney; furthermore fibrinoid arterial 

necrosis was not seen in the irradiated 
- kidney of this animal, although 
sue di a” irradiation sclerosis was very severe. 
ar SiS inept Sameer eae - When a comparison was made of 






eas to, Stes pmmgresrse uk “s se ieee *  fibrinoid arterial lesions in the irradi- 
, si ae wee ave — Aerated: oo ey com- ated and non-irradiated kidneys, it 
cas ka ats oe. ro was obvious that, though Similar in 


crises. In two rats the irradiated kidney was 
removed shortly after the development of 
hypertension, and in these the blood-pressure 
fell promptly and remained normal throughout 
the observation period. Fig. 4 shows this 
sequence compared with sustained hypertension 
in two rats in which the irradiated kidney was 
not removed. 

Pathological findings in kidneys.—In nine rats 
— of the irradiated group both kidneys were 
examined histologically after hypeftension had 
been present 14-218 days. In contrast with the 
previous experiment the irradiated kidney was 
grossly contracted in all the rats and the opposite 
kidney was considerably enlarged (fig. 5). 

Microscopically the irradiated kidney showed 
similar changes to those described in experiment 
1, except that fibrosis was much more extensive 
and severe, and tubular atrophy and regenerative 
hyperplasia were more marked (fig. 6) and in 
some instances neoplastic changes had developed. 
=e The opposite (non-irradiated) kidney showed 
SOO various degrees of acute and organised lesions 
(fig. 7), which included fibrinoid necrosis of 





. . Fig. 7—Experiment 2, irradiation of one exteriorised kidney of rat: secondary 
hout arterioles and glomeruli (fig. 8), focal tubular egies Geamn in opposite (non-irradiated) kidney. (Hematoxylin and 


dilatation, and hyaline droplet degeneration of eosin. x 58.) 
A2 
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nature in the two kidneys, the lesions were of much greater 
severity in the irradiated kidney, and there was a constant 
tendency for larger vessels to be affected. 

In the two members of this series referred to above in which 
the irradiated kidney was removed as soon as hypertension was 
noted, examination of the remaining (non-irradiated) kidney 
showed no lesions in one case and a few scattered healed lesions 
in the other. From a comparison with the non-irradiated 
kidneys which in other rats had been left in situ and which 
were exposed to hypertension for various intervals, it seems to 
be established beyond doubt that the structural changes 
observed in the opposite kidneys were secondary to the hyper- 
tension. No lesions were found in the kidneys of the controls, 
and all the controls were normotensive at the end of the period 
of observation (430 days). 


Comment.—This experiment showed that, in the rat as in 
man, irradiation of one kidney produces irradiation sclerosis 
and hypertension. It is shown that, if the irradiated kidney is 
removed soon after hypertension develops, the blood-pressure 
returns to normal. If, however, the kidney is not removed and 
hypertension persists, hypertensive lesions appear in the oppo- 
site kidney and rapidly increase in extent. In character they 
resemble the fibrinoid vascular lesions which are present in the 
irradiated kidney, but in the latter they are more extensive and 
involve larger arteries. Moreover, in one rat the blood-pressure 
remained normal though interstitial fibrosis was severe, and in 
this animal fibrinoid vascular lesions were not seen in either 
the irradiated or the non-irradiated kidney. 

This experiment therefore provides evidence of two distinct 
pathological processes, separated in time, which lead to renal 
structural changes after irradiation—namely, interstitial fibrosis 
and hypertensive vascular damage. Furthermore, from our 
observations in man it seemed possible that high blood-pressure 
and the vascular lesions resulting from it might occur inde- 
pendently of the interstitial fibrosis which follows irradiation. 
The next experiment provided additional support for this 
hypothesis. 


Experiment 3: Irradiation of Both Kidneys in Situ 

To reproduce more closely the conditions in man, the 
kidneys of the rat were now irradiated without operative inter- 
ference by “ band irradiation in situ”. Details of the experi- 
ment are shown in the table. Twelve rats were irradiated and 
controls received irradiation of the chest (five rats), or pelvis 
(three) or no irradiation (ten). Hypertension was noted 167-287 


days (average 230 days) after irradiation—i.e., somewhat later 
than in the previous experiments but comparable with the 
interval observed in man. The maximum blood-pressure range 
was 155-200 mm. Hg. 
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Fig. 8—Experiment 2, irradiation of one exteriorised kidney of rat: 
fibrinoid necroses of arteriole and glomerulus in non-irradiated 
kidney. (Hematoxylin and eosin. ~« 195.) 
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Fig. 9—Blood pressure of rat after band irradiation of both kidneys 
in situ. 


To follow the development of structural changes in the 
irradiated rats, one kidney was removed when two successive 
readings at weekly intervals showed a blood-pressure of 
145 mm. or over.. After this operation the rats survived for 
periods ranging from 10 to 178 days, during which the range 
of maximum blood-pressure was 155-230 mm. Hg. Fig. 9 
illustrates a typical example. 


Pathological findings-in kidney.—The only changes found 
in the first kidney, removed as soon as hypertension appeared, 
were scattered focal glomerular and arteriolar necroses. The 
general architecture of the kidney was unchanged, and in some 
rats the kidney appeared normal apart from very occasional 
glomerular lesions (fig. 10). The second kidney was examined 
in five cases, the intervals after first nephrectomy being 14, 25, 
34, 138, and 147 days; the postoperative maximum blood- 
pressures were 215-230 mm. Hg in four of these rats. 
Glomerular and arteriolar lesions with secondary tubular 
atrophy and focal interstitial fibrosis resembled the appearances 
in the first kidney but were generally much more extensive 
and severe and occasionally gave rise to gross disorganisation 
of the renal pattern. These changes are illustrated in figs. 11 
and 12. 


A comparison with figs. 7 and 8 indicates the remarkable 
similarity with the hypertensive lesions in the non-irradiated 
kidney in experiment 2. There was a rough proportionality 
between the severity of the hypertension before and after the 
first nephrectomy and the severity of the histological lesions in 
the two kidneys. Thus in one rat in which the highest blood- 
pressure was 160 mm. Hg for not more than 10 days before 
nephrectomy, the first kidney showed minimal lesions. In this 
rat hypertension persisted after nephrectomy for 138 days with 
a maximum level of 215 mm Hg, and the second kidney showed 
extremely severe changes. 


Among the controls, two of the five irradiated over the chest 
showed an occasional blood-pressure above 140 mm. Hg, as did one 
of the three controls irradiated over the pelvis. Scatter of radiation 
might explain these slight abnormalities. In three rats, two of which 
received irradiation over the chest and one over the pelvis, isolated 
tubular segments appeared dilated and contained hyaline casts. The 
corresponding glomeruli occasionally showed capsular thickening or 
adhesions. These rats were 18-24 months old and had been normo- 
tensive throughout. The lesions bore no resemblance to those in 
hypertensive rats and were not thought to be relevant. No lesions 
were found in other organs in these groups. 

Of the rats which received no irradiation, all were normotensive 
throughout the 450 days of observation save one in which two 
readings were 145 mm. Hg. The kidneys in this group showed no 
abnormality. 
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Comment.—In this experiment irradiation of 
the kidneys in situ produced hypertension which 
was not accompanied by the irradiation sclerosis 
described in our previous experiments. Histo- 
logical examination of one kidney when the blood- 
pressure first became high showed slight focal 
necroses in arterioles and glomeruli—i.e., changes 
which had all the characters of early secondary 
hypertensive lesions as described by Wilson and 
Byrom (1939). Longer exposure of the remaining 
kidney to hypertension led to various grades of 
renal damage indistinguishable from that found in 
the non-irradiated kidney when hypertension was 
produced by irradiation of the contralateral kidney 
in experiment 2. The renal structural changes 
observed in this experiment are comparable with 
those found in some patients who develop malig- 
nant hypertension after irradiation of the kidneys, 
as shown by case 2 (fig. 2). 

We considered the possibility that the rise in 
blood-pressure might be due either to renal cap- 
sular fibrosis or to hilar fibrosis causing com- 
pression of the renal artery, but we found no 





Fig. 10—Experiment 3, irradiation of both kidneys of rat in situ: 
normal appearance of first kidney removed at onset of hyper- 
tension. (Hematoxylin and eosin. = 58.) 


evidence of such lesions, and in no instance did the kidneys 
show signs of chronic ischemic atrophy. Furthermore, if 
hypertension were due to constriction of the main renal artery, 
we might expect, on the basis of the original experiments of 
Wilson and Byrom (1939), that the kidneys would be “ pro- 
tected ” from hypertensive vascular damage. 


Discussion 


From these observations in man and experiments in the 
rat we are led to conclude that irradiation of the kidneys 
has two distinct and independent biological effects: 
(1) interstitial fibrosis and (2) hypertension. Both in 
man and in the rat these effects may develop together 
or separately. When they are associated, the structural 
changes in the kidney present a composite picture of the 
results of interstitial fibrosis and of hypertensive vascular 
damage. The two effects have different time relations. 
Under the conditions which give rise to interstitial fibrosis 
this process is far advanced when the blood-pressure first 
rises. Hypertension, on the other hand, takes 4-9 months 





Fig. 11—Experiment 3, irradiation of both kidneys 
of rat in situ: structural changes in second kidney 
exposed to severe hypertension for several 
months. (Hematoxylin and eosin. x 58.) 


to develop in the rat, a latent interval 
similar to that observed in man. 

In the rat, as in man, there are many 
parallels between this and other forms of 
renal hypertension. Thus irradiation of one 
kidney produces hypertension, and removal 
of the irradiated kidney may bring the blood- 
pressure back to normal. Secondary hyper- 
tensive lesions appear in the opposite kidney, 
and there appears to be a relation between 
severity of hypertension and extent of these 
secondary lesions. 

The most important conclusion from 
these observations is that, both in man and 
in the rat, hypertension may be produced by 
irradiation of the kidney in the absence of 
the structural changes usually found in 
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Fig. 12—Experiment 3, irradiation of both kidneys of rat in situ: 
fibrinoid necrosis of arteriole and glomerulus in same kidney as 
in fig. 11. (Hematoxylin and eosin. < 139.) 
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irradiation sclerosis. Later, structural changes do occur; 
but both in man and in the rat they closely resemble the 
lesions of human essential malignant hypertension, and 
they must be regarded as secondary to the high blood- 
pressure. These experiments provide evidence, therefore, 
that renal hypertension can develop without any preceding 
anatomical lesion, at any rate as revealed by direct 
microscopy. Certainly there are none of the anatomical 
changes in the kidney which are known to produce high 
blood-pressure in man or in laboratory animals. 

Our present experiments do not indicate how renal 
irradiation produces hypertension, nor do we know what 
factors determine the development of irradiation sclerosis 
on the one hand, or hypertension on the other, or indeed 
the two effects together. Further experiments are being 
made to investigate these problems. The latent interval of 
several months before hypertension appears is a regular 
and striking phenomenon both in man and in the rat. 
Furthermore, we observed that, in rats which became 
hypertensive after irradiation of one kidney, fibrinoid 
necroses of the arteries were more severe in the irradiated 
than in the non-irradiated kidney and involved larger 
vessels ; this suggests either that hypertension induces 
more severe lesions in an already damaged kidney (which 
is not supported by the histological findings in human 
kidneys when malignant hypertension is superimposed 
on pre-existing chronic nephritis) or that exposure to 
irradiation leads to greater vulnerability of the arterial 
wall. In studies on radiation damage to the brain in 
rabbits (Russell et al. 1949) fibrinoid arterial necrosis 
was found in the area of irradiation. Dosage was much 
larger, and the post-irradiation interval rather shorter, 
than in our experiments. Blood-pressures were not 
measured, but there is no reason to. suspect that hyper- 
tension was present. These findings suggest that, in the 
brain, acute arterial damage may result directly from 
irradiation of high intensity. These observations agree 
with our own in suggesting that irradiation has a definite 
impact on the vascular system. Perhaps the arteries of 
the kidney are rendered more susceptible to physiological 
stress, with the result that whatever factors control basal 
arteriolar tone lead to excessive vasoconstriction. The 
long latent interval between irradiation and hypertension 
remains unexplained but may be related to the regenera- 
tion ‘time of vascular tissue and the selective effect of 
irradiation on immature cells. 

The results here presented may have some relevance 
to the question of a renal mechanism in essential hyper- 
tension. In his Croonian lectures of 1942, Sir Asthns 
Ellis said: 

“ The evidence that essential hypertension is due to primary 
renal vascular lesions is at present insufficient. It is quite 
possible of course that the mechanism of production of essen- 
tial hypertension is renal ischemia, but if this is so it seems 
more probable that the renal ischemia is at first functional, 
being due to some extrarenal factor, and is only later aggra- 
vated by renal arteriosclerosis.” 


Our present clinical and experimental observations 
seem to us to support the possibility that a functional 
vascular disturbance of the kidney could be the fore- 
runner of essential hypertension. 


Summary 
Observations in man and experiments in rats are 
described showing that X-irradiation of the kidneys may 
produce two biological effects—interstitial fibrosis and 


hypertension. These appear to be independent of one 
another. 

Irradiation sclerosis of the kidney is a composite picture 
of structural damage due to these separate processes. 

These observations explain the different histological 
changes which may be associated with the syndrome of 
malignant hypertension, following irradiation of the 
kidneys in man. 

Evidence is provided that renal hypertension may 
develop in the absence of any recognisable structural 
lesion. 

We are indebted to Prof. D. S. Russell and the late Dr. G. W. 
Boden for helpful discussion. We wish also to thank Professor 
Russell for the necropsy findings, Miss Esme Nichol for technical 
assistance, and Mr. Alan Perry, Lord Evans, and Dr. F. Ellis for per- 
mission to report cases under their care. 
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PREGNANCY AND COARCTATION OF 
THE AORTA* 


J. F. GoopwIn 
M.D. Lond., F.R.C.P. 


LECTURER IN MEDICINE, POSTGRADUATE MEDICAL SCHOOL; PHYSICIAN, 
HAMMERSMITH HOSPITAL, LONDON, W.12 


COARCTATION of the aorta is not uncommon: Blackford 
(1928) estimated its incidence at 1 in 1500. Males pre- 
dominate over females in a ratio of 3:1. Pritchard’s 
(1953) estimate for females was between 1 in 1000 and 
1 in 3000. Whatever the exact figure, one may expect 
coarctation and pregnancy to coexist occasionally; and 
the improvement both of diagnosis and of surgical treat- 
ment is likely to focus attention more strongly upon 
management of the pregnancy in such patients. Because 
there is some uncertainty about the influence of pregnancy 
on coarctation, I have attempted to evaluate the risks. 


Coarctation Considered Alone 
The congestive heart-failure which may occur in infancy 
(Mustard et al. 1955) need not be considered here. 


MORTALITY 
Necropsies have shown that most patients with the 
“ adult ” type of coarctation die before the fifth decade 
of life: 
74%, of Abbott’s 200 patients (all of them aged more than 
3 years) (Abbott 1928, Hamilton and Abbott 1928) and 
61% of 104 patients reported by Reifenstein et al. (1947) 
died before the age of 40. 


* Based on a paper read to the symposium on Non-Toxemic Hyper- 
tension in Pregnancy, organised by the Institute of Obstetrics 
and Gynecology and held at Hammersmith Hospital, London, 
on July 4 and 5, 1957. 
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TABLE I—COMPLICATIONS IN 73 CASES OF COARCTATION OF AORTA 


Local Remote 
Aneurysm of aorta : 
Dissecting : 2 cases 
Non-dissecting : 4 cases 
Intercostal aneurysm : 10 cases 
Manifest infection or vegetations in 
the coarctation : 10 cases 


Cerebral vascular accidents : 
4 cases 


Total complications : 30 cases (419 4) 
Associated cardiac lesions : aortic-valve disease, 11 cases. 


Lewis (1933), Bramwell (1947), Campbell and Suzman 
(1947), Newman (1948), and Shapiro (1949) reported 94 
cases of coarctation, of which 27 were fatal. The average age 
at death from cardiovascular causes was 33, and only 7 had 
passed their 40th year when last seen. 


CAUSES OF DEATH 

The causes of death are documented in the necropsies 
reported by Abbott (1928) and Reifenstein et al. (1947): 
about 25% of patients died from aortic rupture or aortic 
dissection; 25% from bacterial endo-aortitis or endo- 
carditis; 25° from congestive heart-failure; about 10% 
from cerebral vascular accidents; and 15% from other 
causes. The highest average age at death ‘from cardio- 
vascular causes was 39. 

Campbell and Baylis (1956) reported 16 deaths in 130 
patients followed for an average period of five years: 7 
patients died during or after operation; and the remaining 
9 patients did not come to operation. 6 of the patients 
who died were apparently in good health and died 
suddenly and unexpectedly, mostly in the third decade. 

Cleland et al. (1956) reported 52 patients, of whom 40 
came to resection. Of the 12 unresected patients 4 died; 
2 from heart-failure due to associated valvular lesions; 
1 from subarachnoid hemorrhage; and 1 from dissection 
of the aorta. Since that paper was published, Mr. Cleland 
has treated a further 21 cases by resection. The complica- 
tions in the total series of 73 patients are listed in table 1. 
Of the 61 resected patients 6 died, 5 of them from local 
complications (1 did not come to necropsy). Of the 30 
patients with complications (whether lethal or not) 26 had 
complications which involved the aorta and the region of 
the coarctation. 

Local complications are common and hazardous, the 
more so because many are silent, and sudden death and a 
shortened life-span are distressingly frequent in coarcta- 
tion, irrespective of pregnancy. 


ASSOCIATED CARDIAC LESIONS AND HEART-FAILURE 

Any attempt to assess the hazards of coarctation must 
take into account the presence of added cardiovascular 
lesions. 

A bicuspid aortic valve was found in about 20% of necropsies 
by Abbott (1928) and in about 40% by Reifenstein et al. 
(1947). Aortic regurgitation was present in nearly 25% of 
the 130 cases of Campbell and Baylis (1956) and tended to 
become more serious with increasing age. Aortic-valve 
stenosis was present in 11% of Reifenstein et al.’s series, 
and in 6 of Campbell and Baylis’ patients. Aortic-valve disease 
was present in 11 of the 73 cases in our own series. 

Mitral-valve disease, ventricular septal defect, and patency 
of the ductus arteriosus are less common. 

Cardiac lesions confer the added hazards of bacterial 
infection and heart-failure. Cleland et al. (1956) found 
heart-failure only in patients with severe valvular lesions. 
18 of 19 patients (Reifenstein et al. 1947) and 7 of 8 
patients (Campbell and Baylis 1956) who died of congestive 
heart-failure had additional cardiac disease. Campbell 


and Baylis (1956) find that aortic regurgitation with 
coarctation may lead to heart-failure in the third decade, 
and they point out that infective endocarditis may 
accelerate such failure. 


HYPERTENSION 
Hypertension is rarely severe, and, although systolic 
pressure may sometimes be high, the pressure is extremely 
labile. Important hypertensive cardiovascular disease 
occurs only as an extreme rarity (Cleland et al. 1956). 
Hypertension may, however, contribute to cerebral 
vascular catastrophes, and there is some direct relation 
between intracranial hemorrhage and the level of the 
blood-pressure (Reifenstein et al. 1947, Campbell and 
Baylis 1956). Moreover patients with coarctation tend 
to have congenital intracranial “‘ berry ’’ aneurysms. 


SURGERY 
Resection of the coarctation, with or without the use 
of a graft, is now an established procedure. The mortality 
is now 5-10%—usually 5% in cases without complica- 
tions (Campbell and Baylis 1956). Gross (1953) reported 
only 2 deaths in his last 100 cases. In our series (Cleland 
et al. 1956), there were.6 deaths in 61 resected cases, 
including cases complicated by aortic aneurysm. Resec- 
tion lowers the blood-pressure (Gross 1953, Counihan 
1956, Cleland et al. 1956, Campbell and Baylis 1956). 


Coarctation with Pregnancy 


123 cases of coarctation and pregnancy have been 
published: 

Benham (1949) collected 53 cases from the literature, and 
Rosenthal (1955) collected 38 more published subsequently 
and added 5 cases of his own. Porter (1955) added 1 case, 
Dixon and Hartley (1955) 2 cases, Gropper and Schroeder 
(1956) 1 case, and Espino Vela and De Castro Abreu (1956) 
6 cases. Campbell and Baylis (1956) mention 2 cases in their 
review of 130 patients with coarctation. Halonen et al. (1956) 
have published 15 more cases. } 

To these may be added 13 cases of my own, including 
the 10 described by Cleland et al. (1956). There is thus 
a grand total of 136 cases. 


MORTALITY 

The mortality of pregnancy complicated by coarctation 
is 9-5% (13 cases). This mortality is in striking contrast 
to that of 29% in the combined series of 94 cases 
described by Laue (1933), Bramwell (1947), Campbell 
and Suzman (1947), Newman (1948), and Shapiro (1949), 
and less than that of 12:3% in the 130 cases published by 
Campbell and Baylis (1956). The ages at death are not 
comparable in the different series but the average age at 
death in the combined series of 94 cases was 33. More- 


TABLE II—PREGNANCY AND COARCTATION OF AORTA 
Cases published by other workers 123 
Personal cases .. sé ns 13 


136 
13 cases (9-5%) 


» ae Se ah 
Mortality connected with pregnancy. . 
Cause of death in 13 fatal cases : 
Rupture of aorta 
Rupture of dissecting. aneurysm 


Cerebral vascular accident . 
oo el endocarditis on aortic valve 


Congestive heart-failure 
Pulmonary oedema .. 
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Associated cardiac defects in 13 fatal cases .. 
2 patients who died of congestive heart-failure and the 1 who died 
of infective endocarditis had cardiac lesions in addition to coarctation). 
omen related to total pregnancies: 13 cases in 354 pregnancies 
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over, 7 of the patients of Campbell and Baylis (1956) died 
after operation and therefore cannot strictly be admitted 
to the analysis. Nevertheless, the mortality-rate of 
coarctation in pregnancy probably does not exceed that 
of coarctation alone (table 1). 

In assessing the hazards of pregnancy it is important to 
know also the mortality-rate in terms of the total number 
of pregnancies. There were 13 deaths in 354 pregnancies 
(mortality 3-7°%). Many patients had multiple pregnancies 
without mishap, but it must be admitted that 7 of the 13 
patients died in their first pregnancy. Of the remaining 6 
patients, 2 died in their second pregnancy and 1 each in 


TABLE III—-PERSONAL SERIES OF PATIENTS WITH 
PREGNANCY AND COARCTATION OF AORTA 

Patients pregnant as ‘ , a8 a oe 13 
Deaths és ne Se 0 
Patients with multiple pregnancies be ‘ - - 12 
Patients resected - ‘ ‘4 - 10 
Patients pregnant before resection ; ea ee es a 
PatienfS"pregnant after resection i 2 

Pregnancy terminated (2nd eaupaaaap, for aortic incom- 
petence) ae . 1 


the third, fifth, sixth, and ninth pregnancies. None of our 
13 patients died (table 111). 


CAUSES OF DEATH 
The normal hazards of coarctation are to be expected 
in addition to those of pregnancy. The causes of death 
are listed in table 11, which shows that the two commonest 
single causes were aortic rupture and aortic aneurysm. 
As in previously published series, heart-failure was 
found only when cardiac lesions were present. There were 
3 such cases: 2 of congestive heart-failure and 1 of pulmon- 
ary cedema. In patients without cardiac lesions the 
deaths were due to rupture of the aorta and cerebral 
vascular accidents. 
Let us now consider whether pregnancy predisposes 
to these hazards of coarctation. 


Rupture of the Aorta 

Aneurysm and aortic rupture are almost always due to 
medial necrosis of the aorta, but occasionally to infective 
endocarditis (Campbell and Baylis 1956). A rise in blood- 
pressure might predispose to rupture; but, as Reifenstein 
et al. (1947) pointed out, the blood pressure is not 
especially high in those cases in which aortic rupture 
occurs. Wide fluctuations in blood-pressure have been 
suggested as a precipitatirtg cause of dissection in patients 
with malignant hypertension receiving hypotensive. drugs 
(Beaven and Murphy 1956), and the blood-pressure is 
notably labile in coarctation, though probably not more 
so during pregnancy (Dixon and Hartley 1955). 
factors in pregnancy have also been suggested—e.g., 
thyroid deficiency (Joule 1949) and hyperlipemia 

_ (Schnitker and Bayer 1944). 

Schnitker and Bayer (1944) reported that 24 of 49 
females dying from dissecting aneurysm of the aorta 
(without coarctation) were, or had recently been, pregnant. 
No proof, however, of the significance of any of these 
factors is forthcoming, and most authors have emphasised 
the importance of a rise in blood-pressure in pregnancy 
and labour causing the aortic wall to burst. 

Infection at the site of the coarctation may lead to an 
aneurysm, as in 1 of our patients. Moreover vegetations 


may remain unsuspected upon the coarctation for a long 
time (Cleland et al. 1956) and might cause serious disrup- 
tion of the aortic wall before detection. It is not known, 
however, whether pregnancy predisposes to such infection. 


Other . 
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Fig. 1—Blood-pressure during first pregnancy of a patient aged 
23 years with coarctation of the aorta. 


Hypertension in Pregnancy 

It has been often assumed that, in coarctation, the 
blood-pressure rises in pregnancy and labour. If it does, 
the risks of aortic rupture and intracranial aneurysm may 
certainly be increased; but Dixon and Hartley (1955) 
found, with coarctation, in 2 pregnant patients that the 
blood-pressure behaved as in normal pregnancy, falling 
in the middle trimester and rising towards the end of 
pregnancy, except that the rise was not so high as it may be 
in the later months of normal pregnancy: in the three 
labours studied the blood-pressure did not rise appreciably 
above its upper level before pregnancy. Pritchard (1953) 
found the same in 2 pregnancies and labours. 

In two pregnancies in 1 of our patients the blood- 
pressure showed the same tendency as that reported by 
Dixon and Hartley (1955): 

The patient, aged 23, was first seen when sixteen weeks 
pregnant with her first child. Her blood-pressure remained 
stable throughout the greater part of pregnancy, the diastolic 
pressure remaining below 90 mm. Hg. It rose temporarily 
to 200/115 mm. Hg shortly before term but fell again before 
cesarean section was done (fig. 1). In her second pregnancy 
her blood-pressure fell steadily and gradually and did not rise 
before term (fig. 2). Two years later her systolic pressure was 
higher than at any time during her pregnancies except for 
the temporary rise before her first casarean section. 

At no time in either pregnancy was her systolic pressure 
higher than was usual for her when not pregnant. 

These observations, the absence of evidence suggesting 
a tendency to medial necrosis of the aorta in pregnancy, 
and the similarity of the mortality-rates of coarctation with 
and without pregnancy suggest that pregnancy does not 
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Fig. 2—Blood-pressures during and after second pregnancy of same 
patient as in fig 1. 
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confer an added risk to patients with uncomplicated 
coarctation. 


Coarctation Complicated by Heart-disease 

The presence of added heart-disease may radically alter 
the picture of coarctation, because the hazards of heart- 
failure and bacterial endocarditis are added. The rarity 
of heart-failure in adults in the absence of cardiac lesions 
indicates the importance of heart-disease. In pregnancy 
cardiac lesions assume an even greater importance. Of the 
13 patients who died 8 had cardiac lesions; 3 of these 
died from heart-failure and 1 from infective endocarditis 
on an abnormal aortic valve. Appreciable valvular lesions 
are likely to increase in severity with the years, notably 
aortic regurgitation (Campbell and Baylis 1956). 

It is not possible accurately to compare the risks of 
coarctation with added cardiac disease in the pregnant and 
in the non-pregnant, but it seems reasonable to suppose 
that the risks are likely to be greater in pregnancy. 
Certainly the hazard of heart-failure, which is most 
unusual in uncomplicated cases, is added to those of aortic 
rupture, infection, and cerebral vascular accident. 

Of our own series of 13 pregnant patients, only 1 had 
important associated valvular disease—namely, gortic in- 
competence. For this reason her second pregnancy was 
terminated in the third month, and subsequently the 
coarctation was resected. 


Management of Pregnancy 


Views on management have varied widely: 

Mendelson (1940) advised therapeutic abortion early in 
pregnancy and cesarean section and sterilisation at term if the 
pregnancy is far advanced when the coarctation is detected. 

Benham (1949) advised cesarean section at term to avoid an 
increase in blood-pressure during vaginal delivery. 

Pritchard (1953), however, analysed the maternal fatality- 
rate in the light of the type of delivery and found that it was 
almost identical in both cesarean section and vaginal delivery 
(7-1% for cesarean, 65% for vaginal). He advised vaginal 
delivery with a short second stage. 

Dixon and Hartley (1955), in the light of their observations 
on the blood-pressure during delivery, were of the same 
opinion. 

All writers lay stress on careful antenatal supervision, 
adequate rest if cardiac symptoms supervene, and prophy- 
laxis against bacterial infection. No attempt has previously 
been made, however, to separate patients with important 
cardiac lesions from those without, and this point seems 
to be fundamental to the understanding of correct manage- 
ment. 

COARCTATION WITHOUT ADDED HEART-DISEASE 

It is now our view (Cleland et al. 1956) and that of 
others (Gross 1953, Campbell and Baylis 1956) that 
resection should be undertaken prophylactically in young 
persons. Early recognition and surgical correction of 
coarctation should therefore in the future reduce the 
problems of the management of pregnancy. Nevertheless 
patients with unrelieved coarctation will continue to 
become pregnant. It is doubtful, from published and 
personal experience, whether the hazards of uncompli- 
cated coarctation are really increased by pregnancy, and 
it can be argued that the risks run in pregnancy are not 
greater than in the non-pregnant state, especially as the 
blood-pressure tends to fall rather than to rise during 
pregnancy and normal labour. 

I therefore suggest that patients with uncomplicated 
coarctation should be allowed to go to term, and be 

delivered by the vaginal route, with a shortened second 









stage. Very careful watch must be kept during pregnancy 
for signs of aortic infection and of aortic aneurysm. Any 
increase in size of the aorta, unexplained pain in the 
chest or back, or pyrexia, will indicate the necessity for 
further investigation, including blood-cultures, so that, 
if an aortic aneurysm threatens to form, resection can be 
advised. Successful resection during pregnancy has been 
reported by Peterson et al. (1953), Miller and Falor (1952), 
and Tebow et al. (1954). 

If resection is not required during pregnancy it should 
be advised at a suitable time after delivery. After resection 
further pregnancies can probably be contemplated without 
anxiety. Miller and Falor (1952) and Pritchard (1953) 
reported successful pregnancies after resection of coarcta- 
tion, and 2 of our 13 patients were delivered successfully 
after resection. 

If infective endocarditis occurs during pregnancy, a full 
course of chemotherapy, followed by resection, is indi- 
cated. If the pregnancy is less than twenty weeks old, 
termination may be advisable, but each case must be 
judged on its own merits. If an aortic aneurysm is 
suspected, resection should be done at once under full 
chemotherapy. 


COARCTATION WITH HEART-DISEASE 

When serious heart-disease is present—and especially 
if there is appreciable cardiac enlargement, which is very 
unusual in uncomplicated coarctation—a much more 
serious view must be taken. .It is of the greatest importance 
to make the diagnosis early, so that the pregnancy can be 
terminated before the twentieth week. If the pregnancy 
has progressed further, the management should be that of 
any patient with heart-disease in pregnancy, except that 
resection of the coarctation may still be considered. 

Considerable difficulty may be experienced in diagnos- 
ing slight degrees of aortic-valve stenosis due to a bicuspid 
aortic valve, since ejection systolic murmurs are invariably 
present in coarctation, may be exaggerated in pregnancy, 
and may closely resemble those of aortic stenosis. How- 
ever, slight degrees of aortic stenosis are probably not 
important hemodynamically, although they constitute an 
added hazard from infection. These difficulties underline 
the importance of very careful cardiological assessment 
early in pregnancy, and of consultation between cardio- 
logist and obstetrician to plan management of the preg- 
nancy and delivery. 

It is nqt necessarily true that all cases have “ at least 
moderate cardiac disease”’ (Pritchard 1953). Patients 
who have reputedly developed ‘heart-failure in pregnancy 
have probably had appreciable disease of the aortic valve 
or other cardiac lesions previously unsuspected. 

If pregnancy must be terminated because of added 
cardiac disease, sterilisation should not be carried out 
unless it is certain that neither the cardiac lesion nor the 
coarctation is amenable to future surgical correction. 


Summary 


The hazards of coarctation and the results of surgical 
treatment are briefly reviewed. The added risks of 
pregnancy are assessed in the light of personal experience 
and that of other workers. The behaviour of the blood- 
pressure during pregnancy in patients with coarctation is 
discussed. 

Pregnancy is not necessarily an added hazard to the 
patient with coarctation, provided that complications 
are not present and that serious cardiac disease does not 
coexist. 
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It is suggested that pregnancy be allowed to continue 
in uncomplicated cases, very careful watch being kept 
for the onset of complications at the site of the coarcta- 
tion, which would indicate the need for resection during 


pregnancy. 
In cases with appreciable heart-disease the pregnancy 
should be terminated at an early stage. 


I am grateful to Mr. W. P. Cleland for his help, and to Mrs. A. 
Birbeck and the department of medical illustration, Hammersmith 
Hospital, for the illustrations. 
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MANIPULATION IN THE MANAGEMENT OF 
CHRONIC LOW BACKACHE DUE TO 
“LUMBOSACRAL STRAIN” 


R. A. BREMNER 
M.B. Edin., F.R.C.S., F.R.C.S.E. 


SENIOR REGISTRAR, DEPARTMENT OF ORTHOPADIC SURGERY, 
THE MIDDLESEX HOSPITAL, LONDON, W.1 


A ‘REVIEW of cases of chronic low backache seen in 
the orthopedic department of the Middlesex Hospital 
in recent years has shown that a very high proportion 
have been classified as “lumbosacral strain”’. 


The term “ lumbosacral strain ” is not an ideal one, but in 
our present state of ‘ignorance regarding the exact pathology 
of such cases it is concise and useful for classification. The 
general pathological concept is that of a chronic localised 
disc degeneration, usually at the L5-sl level, with associa- 
ted derangement of the corresponding posterior joints and 
ligaments, from which pain presumably arises. 

In the early stages of the lesion the condition of the posterior 
joints is essentially a subluxation or “instability”, with 
associated ligamentous strain, but in the later stages a true 
osteoarthritis, the outcome of long-standing mechanical 
derangement, develops and can be clearly demonstrated by 
oblique radiographs of the lumbosacral spine. 

The etiology may well vary from case to case. In some there 
seems to be an insidious primary degeneration of the disc, 
whereas in others a traumatic incident may be the cause of the 
damage (Newman 1952). However that may be, these cases 
form a fairly typical clinical group of large dimensions. Cases 
presenting evidence of nerve-root involvement or of generalised 
lumbar spondylosis are excluded from this group. 


It is our belief that, in the great majority of such patients, 
excluding the very few in whom symptoms are sufficiently 
disabling to warrant consideration of lumbosacral fusion, the 
long-term management lies in teaching them to “live with 
their back,” with suitable adjustment of activities and posture. 
With an intelligent patient, reassurance and advice along 
these lines may be all that is required, but the average hospital 
patient, sent for the advice of a “specialist”, expects some- 
thing more positive in the way of treatment. 

Of the many forms of active palliative treatment 
possible, ‘‘ manipulation” is undoubtedly the most 
convincing to the patient. Indeed, if it is not offered 
many will subsequently seek advice elsewhere. In view, 
however, of the numbers involved and the fact that 
we are dealing with what is usually no more than a 
“nuisance disease”, any hospital treatment should 
be as far as possible “definitive”, so that clinic and 
physiotherapy department do not become inundated 
with these cases. 

The object of this investigation was an essentially 
practical one—to discover whether manipulation of the 
lumbar spine under general anesthesia gives a sufficiently 
high proportion of immediate satisfactory results in this 
type of case to justify its routine use, with the narrow 
twin objectives of giving the patient a “ good start” 
in carrying out the general regime suggested above and 
of providing an avenue of early disposal of these cases 
from the orthopedic clinic as “satisfied customers ”’. 


Clinical Material 
The early results of manipulation in 250 consecutive 
cases diagnosed as lumbosacral strain, in which manipula- 
tion was done as the primary treatment, were analysed. 
There were 84 males (average age 39) and 166 females 
(average age 36) of whom 116 were married and 50 single. 


Routine Management 

“ Orthopedic” manipulation of the lumbar spine 
was done under general anzsthesia with complete 
relaxation. This was followed by an average period of 
two weeks’ physiotherapy, to instruct the patient in 
simple spinal exercises and in correct posture and tech- 
niques of lifting and bending. All the patients were 
treated as outpatients. 


Assessment of Results 
Physical signs are few or absent, and therefore assess- 
ment must be largely subjective. The following classifica- 
tion was used, based essentially on the patient’s own 
report at the first visit following treatment : 

Group I,“ cured” : complete dramatic relief of all back symptoms. 

Group II, “‘ improved”’ : 

(1) Much improved, to a degree where the patient felt that no 
further active treatment was required, although some residual 
symptoms persisted. 

(2) Some improvement, but symptoms still present which the 
patient considered significant, progressing to group (1) after 
further physiotherapy. 

(3) As in group (2) but adequate comfort attained only by wearing 
a lumbosacral corset. 

Group III, “ no change”’ : 

(1) Not helped by manipulation or any further treatment. 

(2) Subsequently reporting benefit from the provision of a lumbo- 
sacral corset. 

Group IV, “‘ worse” : 

(1) Made worse by manipulation and not helped by any further 
treatment. 

(2) Subsequently reporting benefit from the provision of a lumbo- 
sacral corset. 
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The results obtained were as follows : 
Group No. of cases 

I ms te - a fe 133 (19-9% 

u (1) oe oe o6 ae as 4% . 

ie |)... - » ~ nota B95} | ar0%) 

Sie. oF ~~ os od 36 (14-4%) 

~ ) =! be Pee oa 6 (24%) 

ae 2. 2 hy ee ae Jase 

(2) .. ei “s 4+ oe 5 (2:0%) 


Discussion 

Although the primary aim was to assess the practical 
value of manipulation in the management of “ lumbo- 
sacral strain”, the composition of the group of 250 cases 
studied is of some interest. The ratio (1 to 1-8) of males 
to females confirms the clinical impression that this type 
of backache is more common in females than in males. 
Were externally applied strain an important etiological 
factor, one would expect the condition to be more common 
in males. 

Two possible predisposing factors in the female immedi- 
ately come to mind: the greater lumbosacral angle, which 
would increase the shearing strain on this region, and the 
possible effects of pregnancy and childbearing. The latter 
possibility has not been studied in detail, but the ratio of 
2:3 to 1 of married to single women does not suggest that 
childbearing has been an important etiological+ factor in 
this series, in view of the normal ratio of married to single 
women in the age-group under consideration. 

There is no more controversial treatment in the manage- 
ment of backache than “ manipulation’’. Opinions vary sharply 
from those of the “‘ osteopathically ” inclined,-.who would have 
us believe that virtually all backache can be cured with 
certainty by manipulation, often involving very specialised 
manceuvres, to those who hold that manipulation has no place 
in the reputable management of backache in orthopedic 
practice. The latter are wont to attribute any success of the 
former to psychological influences. Although this possibility 
cannot be completely ruled out, the patients in this series 
were not subjected to any psychological pressure. In other 
words, no effort has been made to “ sell’ manipulation as 
a certain cure for all their ills. Manipulation was done by 
different operators working on anzsthetised patients. The 
technique of manipulation was that of general orthopedic 


.Manipulation of the lumbar spine, aiming to put the lumbar 


spine through a complete range of movement. It is therefore 
reasonable to assume that the results obtained are in some way 
due to the physical manceuvre of manipulation and therefore 
capable of general repetition. 

Although only-10% of the patients were dramatically 
“cured”, it was possible to discharge 64-4% (group 1 plus 
group I!a) at the first clinic visit after manipulation as “‘ satisfied 
customers”. In this group both our objectives have been 
achieved. A further 22:4%, however, reported some improve- 
ment ; hence manipulation was worth while from the patient’s 
point of view in 868% of cases. In only 3-6% was any harm 
done, inasmuch as the patient felt worse after the manipula- 
tion, and in 9-6% the manceuvre was a waste of time for all 
concerned. 

23% of the patients were ultimately fitted with a lumbo- 
sacral corset, and it might well be argued that this might have 
been more expeditiously applied as the primary manage- 
ment. Unfortunately a review of the material has not revealed 
any common factor which might be assessed before manipula- 
tion to forecast the likely result. The ratio of males to females 
in all groups closely paralleled the ratios of the totals. The 
state of the pathological process, judged clinically and radio- 
graphically, did not prove any guide to the likely subjective 
improvement following manipulation ; nor did any particular 
age-group respond especially well. 

We may conclude that manipulation of the lumbar 
spine under general anesthesia, although entirely 
empirical, produced results in this group of patients 
which go far towards fulfilling the aims set out above 


for the active palliative treatment of “ lumbosacral 
strain ”’ in hospital practice. Manipulation provides one 
satisfactory practical means of managing this ever-present 
problem in the orthopedic clinic. 


Summary 

Long-term relief in cases of ‘“ lumbosacral strain ” 
depends mainly on the patient’s ability to adjust posture 
and activities to the limitations of the spine. 3 

Manipulation under general anesthesia gives a 
sufficiently high proportion of immediate satisfactory 
results to justify its routine use as a palliative measure 
in the hospital management of such cases. 

I wish to thank Mr. Philip Wiles and Mr. Philip Newman, under 
whose care these patients were, for permission to publish this 
material and for help and advice in the preparation of this paper. 
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ADRENOCORTICAL HORMONES 
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ALTHOUGH the place of the adrenocortical hormones in 
the treatment of rheumatoid arthritis remains ‘contro- 
versial, they are now often used in the long-term manage- 
ment of this and other diseases. It is inevitable that, on 
occasion during such treatment, indications will arise for 
surgical treatment of the primary or some intercurrent 
disease. There still appears to be a widespread belief that 
administration of adrenocortical hormones adversely 
affects healing and resistance to “infection. It is the 
experience of this unit, however, that the administration 
of moderate doses of these hormones adds no danger to 
the operation concerned and carries no additional risk of 
complications. Our findings agree with many recent 
reports that most surgical wounds heal normally during 
continuous treatment with adrenocortical hormones. 


Material 

We have records of 19 patients who have undergone 
thirty-six surgical operations while under treatment with 
adrenocortical hormones. We are not concerned here with 
the indications for treatment with these hormones or 
with side-effects other than those bearing on the response 
to surgery. The accompanying table gives the details. The 
cases are divided into groups according to whether the 
operation was elective or emergency, and clean or septic. 
Since 9 of the 19 patients had more than one operation, 
we have numbered both the patients and their operations. 

All the patients had chronic rheumatoid arthritis 
except case 2 (ankylosing spondylitis), case 3 (disseminated 
lupus erythematosus), case 18 (polyarteritis nodosa), and 
case 12 (breast cancer). 


Dosage 
Immediately before operation all the patients were 
receiving oral cortisone or an analogue or corticotrophin 
sufficient to suppress at least partly the symptoms of their 
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disease. The preparations given are listed in the table 
in the order in which they were used, the one being taken 
at the time of operation being the last mentioned. Steroid 
therapy was continued over the period of operation in all 
but 1 case, and it has been our routine to give additional 
cortisone to patients receiving this drug or an analogue. 
The table shows that most of the operations for which 
no additional cortisone was given were minor. The 
precise schedule of this additional dosage varied some- 
what ; usually, for operations not involving the gastro- 
intestinal tract, 75-100 mg. of cortisone acetate was given 
intramuscularly twenty-four hours and one hour pre- 
operatively, or a single injection of 150 mg. an hour pre- 
operatively, oral administration being continued until 
the time of operation and resumed as soon as possible 
afterwards. For partial gastrectomy 100-150 mg. of 
cortisone was given intramuscularly twenty-four hours 
and one hour preoperatively and a further 100 mg. twelve 
hours postoperatively: intramuscular administration was 
continued for the next three days, with a daily dosage of 
100, 100, and 75 mg., and oral administration was 
resumed on the fourth postoperative day. 

No dosage has been listed for the 7 patients receiving 
corticotrophin, because the variation in strength between 
the batches of corticotrophin at present available and the 
individual variation in responsiveness make the nominal 
dosage meaningless. All these patients, however, showed 
clinical evidence of suppression of their disease, and all 5 


OPERATIONS UNDER TREATMENT WITH ADRENOCORTICAL HORMONES 


patients in whom the urinary excretion of 17-hydroxy- 
corticosteroids (Appleby et al. 1955) was estimated 
showed evidence of adrenal stimulation; corticotrophin 
was continued over the operation, but no additional dose 
was given. The management of patients receiving corti- 
cotrophin is discussed below. 


Complications 

In twenty-six of the thirty-six operations the post- 
operative course and wound healing were normal. Cases 5, 
6 (operation 1), and 8 (operation 2) developed slight super- 
ficial wound infections, which responded rapidly to 
treatment and did not significantly affect healing, and case 
9 had a hematoma. 

Serious complications occurred in cases 3, 13, and 14 
(see below). 

Discussion 

Side-effects 

Some of the earlier published reports (Ragan et al. 
1949, Baker and Whitaker 1950, Baxter et al. 1951) 
emphasised the possibility of side-effects of corticosteroid 
therapy. Among these several are important in surgery, 
notably defective healing of wounds and bone, impaired 
resistance to infection, modification of the clinical picture 
of the acute surgical condition, and suppression of normal 
pituitary-adrenal responses. 

These reports were based on experiments on animals 
given a relatively large dosage. They have undoubtedly 








Additional 
Case | Opera- Age ;, ‘ Form and duration of | oe # hormone | Operative or postoperative 
no. | tion no. = | (Ge) Nature of operation steroid therapy before ‘ over complications 
operation operation | operation 
(mg.) 
Elective “* clean” operations : ; 
1 1 M 38 Excision of nodule from knee-joint Cortisone 11 mos. 75-0 Yes Nil 
2 Excision of nodule from knee-joint a 12 mos. 75-0 Yes Nil 
4 Gastrojejunostomy a 30 mos. | 50-0 | Yes | Nil 
2 1 M 47 Cup arthroplasty of hip mt 20 mos. | 75-0 } Yes | Nil 
2 Cup arthroplasty of hip on 22 mos. 75-0 Yes | Nil , 
3 1 4 55 Pinning of fractured neck of femur Corticotrophin 8 mos. | t t | Non-union _ 
2 Removal of pin is 11 mos. t t Delayed healing of wound . 
3 Excision of head of femur “ 11 mos. , ‘ 
Prednisone 2 mos. | 15-0 Yes Delayed healing (anemia) 
4 1 F 32. ~—s- Arthrodesis of wrist Cortisone 19 mos. | 75-0 No | Nil 
2 Excision of head of radius % 31 mos. | 75-0 Yes Nil 
3 Arthrodesis of wrist 9% 41 mos. | 625 | Yes | Nil : 
5 F 37 Bilateral hallux valgus operation a 42 mos. 62°55 Yes Small stitch abscess 
6 1 F 58 _ Partial gastrectomy a 30 mos. 70-0 Yes | Slight superficial wound 
Hydrocortisone 4 mos. infection 
2 Arthrodesis of knee Cortisone 30 mos. 75-0 Yes Nil 
' Hydrocortisone 30 mos. | ; 
7 1 F 48 Excision of encysted hematoma of calf * 20 mos. | 60-0 } No Nil 
2 Excision of encysted hematoma of calf ne 32 mos. | Yes Nil 
Prednisone 14 mos. | 20-0 | , 
8 l F 45 | Dilatation and curettage Cortisone 6 mos. | 625 | Yes Nil : 
2 Hysterectomy A 6 mos. | 60-0 Yes Slight superficial wound 
Hydrocortisone 5 mos. infection 
9 55 Laparotomy for adenocarcinoma of ovary Cortisone 15 mos. | t t Haematoma of wound 
Corticotrophin 15 mos. | | : 
10 F 42 Cesarean section i 57 mos. | t t Nil 
11 2 F 43 Partial gastrectomy Prednisone 19 mos. | 200 Yes Nil 
12 F 41 Simple mastectomy Prednisolone 5 mos. 17-5 No Nil 
Emergency “* clean” operations 3 
1 3 M Suture of perforated duodenal ulcer Cortisone 15 mos. 75-0 No* Nil 
6 3 F 58 Strangulated femoral hernia ‘s 2 wks. 75-0 No Nil 
8 3 F 45 Partial gastrectomy for hematemesis a 6 mos. 60-0 Yes Nil 
Hydrocortisone 6 mos. } oo! 
11 l F 43 Suture of perforated gastric ulcer Prednisone 15 mos. 20-0 Yes | Nil 
13 M 35 Partial gastrectomy for hematemesis Cortisone 34 mos. 60-0 Yes Died 24 hr. post-op. 
Hydrocortisone 14 mos. | 
14 1 M 46 | Partial gastrectomy for hematemesis Corticotrophin 48 mos. t t Burst abdomen 
2 Reclosure of woun o 48 mos. — t | t Died 24 hr. post-op. 
15 M 53 Suture of perforated gastric ulcer re 47 mos. t t Nil 
16 M 55 Su lated inguinal hernia Cortisone 18 mos. 75-0 No Nil 
Elective septic operations ’ 
17 M 42 Antrostomy Corticotrophin 18 mos. t | t Nil 
18 M 48 Mastoidectomy Cortisone 30 mos. 25-0 H Yes Nil 
Prednisone 7 mos. ; : 
il 3 F 43 Multiple dental extractions - 11 mos. 20-0 | No Nil 
Multiple dental extractions a 11 mos. 20-0 No Nil 
Emergency septic operation : } | : 
19 | F 3 Drainage of orbital abscess Corticotrophin 10 mos. t t Nil 


Daily t 


* Cortisone was stopped on day of operation and for several weeks afterwards 


t For dosage in cases treated with corticotrophin : 


see text. 
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influenced the attitude of many surgeons towards oper- 
ating during treatment with adrenocortical hormones, 
although it was also shown that, if doses of the order 
usually given therapeutically were administered to 
animals, there was little evidence of these side-effects 
(Cole et al. 1951). Some aspects of our own experience 
are discussed here in the light of these experimental 
findings. 


Healing 

Thorn et al. (1954) state that serious interference with 
wound healing is rare unless the dosage is large (more than 
150 mg. of cortisone daily) and prolonged and protein intake 
inadequate. 

Wound healing was normal in 17 of our 19 patients ; the 
2 exceptions were receiving corticotrophin and showed evidence 
of excessive adrenal stimulation at the time of operation : 

Case 3.—At the time of her first operation for pinning of spon- 
taneously fractured neck of femur the patient presented many of the 
features of Cushing’s syndrome, and her daily excretion of 17- 
hydroxycorticosteroids was high ; in spite of this her wound healed 
normally, although the fracture did not unite. When the pin was 
removed nine weeks later, she showed less evidence of hyperadrenal- 
ism, but wound healing was delayed. Healing was again delayed 
after her third operation, when prednisolone 15 mg. daily had been 
substituted for the corticotrophin, but she was found to be anzmic, 
and, once the anemia had been corrected, healing was rapid ; the 
slow healing after the second operation was also probably due partly 
to anemia. 

Case 14 had a burst abdomen four days after partial gastrectomy. 
His mean urinary excretion of 17-hydroxycorticosteroids over this 
period was 40 mg. daily, and it is therefore likely that the defective 
wound healing was related to the excessive production of cortico- 
steroids. 

Operations on bone were followed by normal healing in all 
except case 3. Three arthrodeses and a bilateral cup arthro- 
plasty of the hip-joints were completely successful, and clinical 
and radiological evidence of sound union was obtained within 
the expected time. 

Individual variation in susceptibility to the various effects of 
the hormones appears to be considerable. One can judge more 
accurately whether healing is likely to be delayed by inspection 
of the patient than by consideration of the dosage of hormones 
given. This clinical approach can be reduced to simple terms : 

(1) Patients who appear normal will heal normally. 

(2) Patients who show the features of Cushing’s syndrome may 
heal badly. 

(3) Patients who have definite rounding of the face but only slight 
other side-effects will probably heal normally, unless 

(4) they also have anemia, severe wasting, or gross abnormality 
of the plasma-protein levels, when they may heal badly. 


Surgery in Peptic Ulceration 

It is generally agreed that the incidence of peptic ulcers 
increases in patients receiving adrenocortical hormones orally, 
and that the risks of perforation and of hemorrhage are also 
somewhat increased. However, it has been reported that ulcers 
healed with medical treatment although the administration of 
adrenocortical hormones was continued (Bollet et al. 1955), 
and we also have observed this. 

In our experience surgical treatment can equally well be 
undertaken while treatment with adrenocortical hormones is 
continued, with confidence that healing of intestinal anas- 
tomoses will be normal. 

4 of our patients underwent operations for chronic peptic 
ulceration (partial gastrectomy 3 cases ; vagotomy and gastro- 
enterostomy 1 case) ; in all the cases the postoperative course 
was uneventful and recovery rapid. The end-results of these 
operations were uniformly satisfactory, and adrenocortical 
hormone treatment has been continued successfully. 

6 other patients required emergency surgery for complica- 
tions : 3 for perforation and 3 for hamatemesis. Cases 1, 11, 
and 15 all had the classical symptoms and signs of acute per- 
forated peptic ulcer; mone was much shocked, all were 


operated on early, and all made rapid weve, though 2 
later had to have more radical surgery. 

3 patients had massive bleeding : case 8 penovennd quickly 
and well from emergency partial gastrectomy ; but cases 13 
and 14 died. Both the patients who died presented gross 
clinical evidence of hormone overdosage, whereas case 8 did 

ot. Case 13 appeared to be in good general condition despite 
massive and repeated hemorrhage, and he might have been 
saved if he had been operated on before he became severely 
shocked. 

Case 14 died from a succession of gastrointestinal hamor- 
rhages caused by widespread oozing from a thin friable mucosa. 
For many days, in spite of almost continual hemorrhage, his 
general condition seemed good ; any patient not receiving 
adrenocortical hormones who endured such a severe series of 
hemorrhages would probably have appeared more ill and 
would have been submitted to surgery sooner than this patient 
was. As it happened, little could be done surgically to arrest 
the bleeding. 

Although. these patients presented the classical signs of 
perforation or of hemorrhage, their general appearance belied 
the severity of the condition ; this may lead to dangerous delay 
in undertaking appropriate surgical treatment. We therefore 
suggest that surgery should be considered earlier for patients 
under treatment with corticosteroids than the usual criteria 
would indicate. 


Surgery and Bacterial Infection 

The earlier views of the dangers of corticosteroid therapy in 
the presence of infection have been considerably revised. It 
is now accepted practice to use the hormones in combination 
with antibiotics in treating certain infections. There is still 
reluctance to operate on an infected focus while these hormones 
are being given; but in 5 instances where operation was done 
in a septic field no unusual measures were needed, and 
resolution was rapid and uneventful. 

Case 18 had suppurative otitis media which repeated courses of 
antibiotics did not cure. Operation was delayed for several weeks 
because the patient was receiving prednisolone, but after radical 
mastoidectomy the discharge ceased and the wound healed quickly 
by first intention. 

Case 17 had chronic suppurative maxillary sinusitis which had 
resisted repeated lavage. Bilateral nasal antrostomy led to rapid 
resolution although treatment with corticotrophin was continued, 
and the infection has not recurred ten months after operation. 

Case 19 had severe orbital cellulitis with suppuration. Drainage 
of the abscess, penicillin, and anticoagulants led to complete recovery 
within three weeks; treatment with corticotrophin was not 
interrupted. 

Case 11 had extensive dental caries and pyorrhea. Dental clear- 
ance was done in two stages under penicillin cover, and healing was 
rapid and complete. At this time she was receiving prednisone 
20 mg. daily. 

Pituitary-adrenocortical Suppression 

Acute stress, such as a surgical operation, in some way 
stimulates secretion of corticotrophin by the pituitary gland, 
and this in turn leads to increased secretion of adrenocortical 
hormones. But therapeutic administration of these hormones 
inhibits the normal mechanism ; and, after such treatment has 
been discontinued, pituitary and adrenocortical functions remain 
impaired for days and occasionally many months (Salassa et al. 
1953b). During this period the response to stress is subnormal, 
and any severe stress may cause death from acute adrenocortical 
insufficiency. Death or severe shock from this cause has been 
reported by Fraser et al. (1952), Salassa et al. (1953a), Lundy 
(1953), Robinson et al. (1953), Harnagel and Kramer (1955), 
Downs and Cooper (1955), Richman et al. (1956), Hayes and 
Kushlan (1956), Allanby (1957), and Slaney and Brooke (1957). 

It is therefore imperative that the administration of adreno- 
cortical hormones be continued throughout the operation and 
postoperative period. If the operation is more than minor, a 
larger dosage of hormones must be given to allow for the 
increased requirement which the patient’s own pituitary- 
adrenal system will not supply. This additional dosage can 
conveniently be given in the form of one or two intramuscular 
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injections of cortisone, because absorption by this route is 
slow, and the maximal effect may not be reached before twelve 
hours. For the same reason intramuscular cortisone alone 
cannot be relied on for the treatment of acute adrenocortical 
insufficiency during or after operation; should this arise, 
hydrocortisone in addition should be administered intraven- 
ously by continuous drip. 

The management of patients receiving corticotrophin is 
more difficult. The great variation in individual response and 
in the potency of different preparations and batches of cortico- 
trophin makes any system of nominal dosage meaningless. 
Treatment can be controlled satisfactorily only if the urinary 
excretion of 17-hydroxycorticosteroids is measured regularly, 
as an index of the amount of adrenal stimulation. Our practice 
has been to continue giving corticotrophin over the period of 
operation and to base any alteration of dosage on the daily 
excretion of 17-hydroxycorticosteroids. As with the patients 
having oral hormones, hydrocortisone can be given intraven- 
ously if signs of acute adrenocortical insufficiency develop. 


Conclusions 

Operations during long-term treatment with adreno- 
cortical hormones carry no increased risk of complications, 
provided that there are no gross signs of overdosage with 
the hormones, and the administration of the hormones is 
not interrupted. 

Summary 

Thirty-six operations done during treatment with 
either adrenocortical hormones or corticotrophin are 
reviewed. 

Wound healing was uneventful after thirty-three of 
these operations. 

Bone repair was normal apart from non-union of a 
fractured neck of a femur. 

2 patients died and 1 recovered after gastrectomy for 
gastrointestinal hemorrhage. 

Three elective operations for peptic ulceration and three 
emergency operations for perforation were uneventful. 

Five operations in the presence of sepsis were uneventful. 

Postoperative complications were insignificant. 

Except in 1 case hormone treatment was continued 
throughout the operation and postoperative period. 

This work has been aided by grants from the Dan Mason Research 
Foundation of the West London Hospital Medical School and the 
Empire Rheumatism Council, We wish to thank Dr. W. S. C. Cope- 
man for permission to report these cases; Mr. A. L. Walker, Mr. 
G. F.,G. Batchelor, Mr. H. W. Burge, Mr. J. C. R. Hindenach, 
Mr. K. G. Rotter, and Mr. G. B. Woodd-Walker, by whom most of 
the operations were done; Mr. G. N. Golden, Mr. W. J. Ferguson, 
Mr. R. A. V. Lewys-Lloyd, and Mr. V. J. Downie for information 
about patients on whom they operated; Dr. Oswald Savage and 
Dr. H. M. Lloyd for encouragement and advice; and Dr. Leslie 
Chapman for the steroid estimations. 
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HITHERTO the incapacity of some infants to metabolise 
galactose normally has not been discovered until signs 
and symptoms of galactosemia have been produced by 
ingestion of milk. The clinical syndrome, which is 
probably due to disturbance of normal carbohydrate meta- 
bolism consequent on an accumulation of galactose-1- 
phosphate in the tissues (Schwarz, Golberg, Komrower, 
and Holzel 1956) could be avoided if the child’s abnorm- 
ality were recognised before any milk was given. 

We report here a method of recognising the abnormality 
soon after birth. The test is made on cord blood, and thus 
involves no risk or inconvenience to the baby. The 
reagents and equipment used are readily available in 
hospital laboratories. 

Principle 

The method is based on the observation that incubation 
of galactosemic erythrocytes with galactose leads to 
accumulation of galactose-1-phosphate in the cells. The 
amount of galactose-l-phosphate which accumulates 
in normal erythrocytes in such circumstances is much 
smaller. 

The erythrocytes are incubated first with galactose 
and then with glucose; the free sugar is washed out with 
saline solution; after removal of protein the total organic 
and inorganic phosphates are precipitated as barium salts, 
and the galactose- and glucose-l-phosphates are selec- 
tively hydrolysed to free galactose and glucose. These 
sugars are then separated chromatographically, and the 
amount of galactose is estimated by comparison with 
known quantities chromatographed simultaneously. 


Method 

Heparinised cord blood, within 1-2 hours of collection, is intro- 
duced in a siliconed graduated 15 ml. centrifuge tube up to the 2 ml. 
mark. Another sample is taken for determination of the hematocrit. 
A solution of 2%, galactose in saline solution (0-02 ml.) is added, the 
tube is stoppered, and the contents are mixed. The blood is incubated 
at 37°C for 2 hours with occasional mixing. Ice-cold saline solution 
is then added to about 12 ml. and, after mixing, the cells are spun 
down at medium speed, and the supernatant fluid is removed. The 
washing is repeated twice with 12 ml. of saline. The cells are then 
reincubated with occasional mixing for 2 hours at 37°C with 0-1 ml. 
of 2% glucose in saline and enough saline to give a volume of 2 ml. 
The cells are washed three times with 12 ml. of saline to remove free 
glucose. 

The cells are lysed by shaking with 2 vols. of water containing a 
little saponin, and freezing. Ice-cold 20%, trichloracetic acid (3 vols.) 
is added, and the mixture is kept in ice for 6 minutes with occasional 
hard shaking. After the mixture has been centrifuged in ice-cold 
buckets for 2 minutes, its total volume is recorded, and it is poured 
through a sintered-glass filter. To the filtrate, whose volume is 
measured, 2 drops of 25°, barium acetate is added, followed by a 
slight excess of 40°, NaOH (phenolphthalein being used as the 
indicator). It is important to carry out these last operations quickly 


and to keep the mixture cold while the pH is acid, since the galactose- 
1-phosphate is readily hydrolysed in acid solution. The phosphates 
are precipitated quantitatively by the addition of 4 vols. of ethanol 
and by being kept in the refrigerator at least one hour (or overnight). 
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The precipitate is spun down, the supernatant removed, and the 
precipitate washed once with 5 ml. of neutralised ethanol. After 
addition of 1-5 ml. of water the precipitate is broken up with a glass 
rod, and the mixture is neutralised to phenolphthalein with N HCl 
and then made 0-1 N acid by the addition of 0-1 vol. of N HCl. The 
phosphates are hydrolysed by immersion of the mixture in boiling 
water for 7 minutes. 

After cooling, about 0-5 ml. of water is added, followed by a slight 
excess of N H,SO, to precipitate the barium. The mixture is 
neutralised with 2N NH,OH and centrifuged. The supernatant fluid 
is transferred to a small evaporating-cup, made by cutting off a test- 
tube of 1-5 cm. diameter about 2 cm. from the bottom. The precipi- 
tate is washed twice with 0-2 ml. of water, and the washings are 
transferred to the cup. The solution, which contains the free 
galactose and glucose derived from easily hydrolysable phosphates, 
together with some other components, as well as ammonium sulphate 
and chloride, is evaporated to dryness in a vacuum desiccator over 
CaCl,. 

The dry residue is allowed to absorb some moisture from the 
atmosphere to facilitate grinding. This is done with a small glass rod 
with an enlarged rounded end in the presence of 0-1 ml. of pyridine, 
which extracts the free sugars. After thorough grinding, the “slurry” 
is transferred with a pasteur pipette to a hematocrit tube. The 
residue in the cup is ground twice, with each time 0-06 ml. of pyridine, 
to complete the extraction and to transfer the “slurry” to the tube. 
After the contents have been mixed by shaking up and down the 
tube several times, the solids are sedimented by sharp centrifugation 
for 4 or 5 minutes. i 

The height of the liquid column, excluding the sediment, is noted, 
and half is transferred with a capillary tube to the starting-line of a 
descending chromatogram. This is run on a sheet of no. 4 Whatman 
paper, 58 cm. long, with a 10 cm. long folded strip of paper stapled 
to the bottom. Known amounts of galactose (5, 10, 20, and 30 yg.) 
are placed alongside the sample. Without prior equilibration the 
chromatogram is run overnight in n-butanol/pyridine/water (30/20/15 
by vol.) (Jeanes et al. 1951). After drying in a current of cold air the 
chromatogram is dipped in freshly prepared benzidine reagent 
(0-5 g. of decolorised benzidine in 5 ml. of glacial acetic acid, 20 ml. 
of acetone, 4 ml. of 100%, trichloracetic acid, and acetone to 100 ml., 
added in that order) (Harris and MacWilliam 1954). The chromato- 
gram is heated for 2-4 minutes in an oven at 100°C until the paper 
begins to turn pale yellow. 

The amount of galactose in the sample is estimated visually by 
comparison with the known amounts, either in daylight or in ultra- 
violet rays, in which the spots exhibit a bright greenish yellow 
fluorescence. From this the amount of galactose accumulating in 
1 ml. cells per 2 hours is calculated. 


The complete test can be carried out in 2-3 days but 
requires relatively little attention. 


Results 
The cord blood of 18 normal babies and the venous 
blood of 2 babies with galactosemia were examined by 
this method, with the following result: 
Mesut Steed: Lgeene) 35 og. of galactose per c.cm. of red cells, 
(range 0-7-9-8). 
Giana blood: case 1 58 ug. of galactose per c.cm. of red cells. 
case 2 76 ug. of galactose per c.cm. of red cells. 


Diagnosis of Galactosemia in a Newborn 

The cord blood of case 3, sib to case 2, was examined by 
the method described above. In addition, a sample of 
this blood, without incubation with galactose, was 
analysed for galactose-l-phosphate to find out whether 
any galactose had accumulated in utero. The results 
were: 

Galactose-incubated blood 108 ug. (+12) of galactose per c.cm. 

Unincubated blood 35 ug. a » 


Hence accumulation of ‘ose-1- 
phosphate during incubation. 73 ug. ” ” 


On the basis of this test a diagnosis of galactosemia was 
made on the third day of life, in the absence of any clinical 
symptoms. The baby, initially fed on glucose-saline 
solution, was put on the milk-free diet described by 
Holzel (1954); she weighs 11 lb. 10 oz. at the age of 17 
weeks and is developing normally. 


Discussion 

We have shown previously (Komrower, Schwarz, 
Holzel, and Golberg 1956) that a galactose-tolerance 
test may not be without danger to an infant suffering 
from congenital galactosemia. The laboratory test 
described here enables a diagnosis to be made without 
recourse to the galactose-tolerance test and in the absence 
of any clinical symptoms and signs of the disease, thus 
eliminating the possibility of interference in the physical 
and mental development due to the’ injurious effect of 
galactose. 

Obviously, the test cannot be applied to all newborn 
infants, so as to detect the sporadic case of galactosemia ; 
but it could be applied to every newborn infant with a 
family history suggestive of the disease. 

The margin between the behaviour of normal and 
galactosemic erythrocytes is wide and should enable 
a firm diagnosis to be made on the basis of the described 
test. 

Our experience with case 3 shows that galactose-1- 
phosphate may accumulate in the tissues in utero, in 
spite of some restriction of milk intake by the mother 
during gestation. No galactose was detected in the 
mother’s venous blood on two occasions after the 
consumption of a pint of milk. At parturition no 
galactose was found in the liquor amnii -(less than 
0-04 mg. per 100 ml.). We do not know whether the 
relatively small amount of ‘galactose-1-phosphate present 
in the erythrocytes at birth is matched by a similar 
concentration in other tissues, but it is not unlikely 
that the liver may contain more. Nor can we say at this 
stage whether such small concentrations are injurious. 

It is hoped that the institution of a milk-free diet 
from birth, as made possible by the new test, will prove 
to be of real benefit. 

We have found the new test, in a slightly modified form, 
useful for establishing the diagnosis of untreated cases. 
(The modification consists in omitting the incubation of 
the cells with glucose or galactose.) ,Thus a four-week-old 
baby, presenting with the usual symptoms, was found to 
have 210 yg. galactose per c.cm. of red cells in the form of 
galactose-l-phosphate. Since this phosphate disappears 
only very slowly from the cells, the diagnosis can be made 
even in the absence of galactose from the blood and urine. 


Summary 

A diagnosis of congenital galactosemia can be made, 
within 2-3 days of birth, by a test performed on cord 
blood. The infant can be given, from the first, a galactose- 
free diet and can thus be saved from the damaging effect 
of extraneous galactose. 

The test is useful for establishing the diagnosis of un- 
treated cases. 

A case is described in which the diagnosis was made 
in this way in a newborn infant. Her erythrocytes con- 
tained galactose-1-phosphate at birth, which showed that 
some galactose had entered the tissues in utero, though 
it had not been detectable in the mother’s blood. 

We wish to thank Dr. K. D. Coorey for his cooperation in securing 
the samples of normal cord blood, and Miss I. M. N. Simpson for her 
able technical assistance. 
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ALTHOUGH an organic cause is evident in many cases of 
vomiting in infancy, many infants are still recorded as 
having neuropathic or habitual vomiting. 

From radiological examination of such patients we 
noticed for the first time, about five or six years ago, a 
characteristic shape and position of the stomach in some 
of the cases. Since then we have found these character- 
istics with increasing frequency, and up to May 1, 1957, 
we had diagnosed this condition in 54 children (34 boys 
and 20 girls), ranging in age from one day to three years. 

The radiological findings are strikingly alike in all cases. 
The body of the stomach is raised, with the greater 
curvature as the highest point and the lesser curvature as 
the lowest. The posterior wall of the stomach points 
forward, and the pyloric antrum and pylorus with the 
duodenal bulb are directed more or less straight down. 
The middle part of the transverse colon is interposed 
between the liver and the anterior abdominal wall and 
comes above and in front of the stomach, often even just 
under the diaphragm. The following cases are illustrated 
in fig. 1 : 

CasE A.—A girl, aged 6 weeks, with vomiting after feeds 
from the age of 2 weeks, never projectile. 
Gained weight. Immediate improvement 
when she was placed on her right side. 

CasE B.—A boy, aged 2'/, months, had 
from the age of 2 days uncharacteris- 
tic vomiting after practically all feeds. 
Unsatisfactory gain of weight. Vomiting 
ceased when he was placed on his right 
side, 

CasE C.—A boy, aged 4 weeks, had 
daily projectile vomiting from first day of 
life. Gained weight. Immediate improve- 
ment when he was placed on his right 
side. 

Case D.—A girl, aged 3 weeks, had 
projectile vomiting from first day of life. 
Loss of weight. Immediate improvement 
when she was placed either prone or on 
her right side. 


Causation 

Normally the stomach is fixed at two 
points—the cardia and the pylorus. 
At the cardia it is fixed by the upper 
part of the hepatogastric ligament and 
by the gastrosplenic ligament. At the 
pylorus the duodenum is fixed behind 
the peritoneum. The rest of the 
stomach is suspended freely by the 
hepatogastric ligament. The trans- 
verse colon is normally suspended 








Fig. 1—Findings in cases A-D. See text. 
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colic ligament. Fig. 2—Artificial rotation of stomach post mortem. 
In infants the lower thoracic aper- Above: stomach and transverse colon in normal position but inflated with air. Below: 


ture is relatively open and the liver 


air-filled transverse colon placed above and in front of stomach, rotating stomach through 
180° and bringing posterior wall of stomach to point forwards, with greater curvature 


easily mobile. In the supine position 45 highest point and lesser curvature as lowest point. Pyloric antrum and pylorus with 
the anterior edge of the liver descends, duodenal bulb is directed straight downwards exactly as in radiographs (fig. 1). 
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Fig. 3—Age-incidence of onsetof symp- 
toms. Hatched histograms, projec- 
tile vomiting. 


and a space may open between the liver and the anterior 
abdominal wall, into which a gas-filled transverse colon 
may easily rise. In these circumstances the transverse 
colon pulls the stomach and twists it on its longitudinal 
axis with the cardia and pylorus as fixed points. 

This mechanism of twisting can be reproduced post 
mortem (fig. 2). In our experience this twisting has 
never been more than 180° and it can be less. The 
twisting may delay gastric emptying, interfere with peris- 
talsis, and perhaps also disturb the circulation of the blood 
in the stomach. 


Symptoms 

Vomiting beginning soon after birth is the main 
symptom (fig. 3). Vomiting is often observed in the very 
first days after birth, but it may also begin later. Our 
eldest patient was 3 years old. The symptoms often 
start as gulps which increase to vomiting. More than half 
the patients were observed to have projectile vomiting. 
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Fig. 4—Incidence of twisting of st 
pyloric stenosis (black). 


Fig. 5—Stomach untwisted by holding baby head down. 
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Left: before. Right: after. 


Vomiting did not always occur immediately after feeding; 
its force and frequency varied, but usually it occurred 
daily. Of the 54 patients 18 gained weight satisfactorily 
in spite of daily vomiting, 21 gained little or no 
weight, and 15 lost weight. 

Patients with twisting of the stomach usually do not 
present so serious a clinical picture as infants with 
congenital pyloric stenosis ; but it is often impossible 
to distinguish clinically between the two conditions. In 
twisting of the stomach a pyloric tumour, of course, 
cannot be palpated. Of the 54 patients 43 had vomiting 
as the only symptom: in the remaining 11 the child was 
admitted to hospital for some other condition such as 
eczema, congenital heart-disease, epilepsy, or cerebral 


palsy. 





Fig. 6—Unsuccessful attempt to untwist st h by loading trans- 
verse colon with barium in a boy, aged 7 weeks. Left: before. 
Right: after. Above: left anterior oblique. Below: left lateral. 
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Fig. 7—Twisting of stomach produced by inflation of transverse colon per rectum in a 
boy, aged 7 weeks, with increasing vomiting since age of 3 weeks. 
Unsatisfactory gain of weight. Immediate improvement when 
boy was placed on his right side. Left: stomach approximately in normal position before 
Right: after inflation radiograph shows typical twisted stomach with 


No projectile vomiting. 


inflation of colon. 
transverse colon above it. 


Fig. 8—Intermittent twisting of stomach in a girl, aged 1 week, with vomiting from birth. 
Left: stomach normal. in shape and position. Right: typical twisted stomach three days later. 


Incidence 

The condition is not rare. In 1956 and the first four. 
months of 1957 it was diagnosed in about the same 
number of cases as congenital pyloric stenosis (fig. 4). 
The greater number of cases found in recent years is due 
to the care with which we have sought it. We have not 
accepted clinical diagnoses such as habitual vomiting, 
nervous vomiting, and rumination, and every case of 
vomiting has been radiologically examined. 


X-ray Examination 

Torsion is best displayed when the patient is examined 
in the erect position. He is placed in a special cotton 
garment, suspended by four straps, which at the same 
time hold the head erect. 

The degree of twisting depends on the position of the 
transverse colon. As stated, it has never exceeded 180°. 

We have tried to untwist the stomach by holding the 
patient head down to induce the transverse colon to 


move towards the pelvis. This has 
only rarely been successful, as in 
the following case: 

CasE E.—A boy, aged 6 weeks, had 
vomited from the age of 2 weeks. No 
projectile vomiting. Satisfactory gain 
of weight. Did not vomit when placed 
on his right side. Typical radiograph. 
When he was held head down, the 
stomach regained a normal position 
(fig. 5). 

We have also tried to untwist 
the stomach by filling the colon 
with barium, hoping that the weight 
of the barium might bring the 
transverse colon back into its 
normal position. These attempts 
failed (fig. 6). 

In one case in which torsion was 
suspected the stomach appeared to 
be in its normal position on radio- 
graphy, but we confirmed the 
diagnosis by inflating the transverse 
colon per rectum and thus twisting 
the stomach (fig. 7). This goes to 
show that torsion of the stomach 
may sometimes be intermittent; 
therefore normal appearances on 
radiography are not conclusive, and 
the typical shape and position of 
the twisted stomach may be found 
at a subsequent examination (fig. 8). 


Treatment 

The treatment is very simple. 
The patient should be placed 
prone, with the upper part of his 
body lowered, or alternatively 
merely placed on his right side. 
Usually vomiting will cease imme- 
diately or become noticeably less. 
In a few cases the vomiting may 
continue for some time. In no case 
has it been necessary to untwist the 
stomach surgically. 


Comment 

Since we became interested in 
this condition we have diligently 
tried to find references to it. Torsion of the stomach in 
adults is well known (Dalgaard 1952), but the only 
mention of it in infants appears to be by Roviralta (1949), 
who called it “‘la plicature de la grande courbure de 
l’estomac ’’. He made no mention of the cause. 

Summary 

Torsion of the stomach is common in infants. 

A collection of gas raises the transverse colon to a 
position between the liver and the anterior abdominal 
wall ; and the colon, being attached to the greater curva- 
ture of the stomach through the gastrocolic ligament, 
twists the stomach forwards and upwards. 

The chief symptom is vomiting, sometimes projectile, 
and usually beginning soon after birth. 

Treatment is simple: the baby is. placed either prone 
or on its right side. 

REFERENCES 


Dalgaard, J. B. (1952) Acta chir. scand. 103, 131. 
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A NOTE ON THE 
RELATION OF APPETITE TO EXERCISE 


R. PASSMORE 
M.A., D.M. Oxon. 


READER IN CLINICAL AND INDUSTRIAL PHYSIOLOGY, THE DEPARTMENT 
OF PHYSIOLOGY, UNIVERSITY OF EDINBURGH 


MEDICAL writers often discount the value of exercise 
in the treatment of obesity, because it is alleged that the 
extra physical activity will promote appetite, and the 
energy value of the extra food consumed will be the same 
as, Or even more than, the energy value of the exercise. 
There is, of course, no doubt that in physically active 
persons appetite balances, with remarkable precision, 
the energy values of the food eaten and the work per- 
formed. But this may not be so in sedentary people. 

Mayer et al. (1954) showed that when rats were made 
to walk on a treadmill for periods ranging from 1 to 
6 hours daily, food intake was related to the duration of 
exercise and their weight was maintained constant. 
If, however, exercise was restricted to less than an hour, 
there was no corresponding fall in food intake. Indeed, 
more, not less food was eaten, and the animals gained 
weight. I have long thought about ways and means of 
repeating this elegant experiment on man, but the 
psychological difficulties appear insuperable. Recently, 
however, an opportunity arose to repeat their observa- 
tion on a dog, which had become moderately obese 
during a period when it was kept in the animal-house and 
had free access to a liberal mixed diet. 

This dog was put on a diet consisting of equal parts of 
brown bread and a proprietary preparation of dog meat, 
minced together. A weighed amount of food was put in 
the kennel each day at about noon, and removed as soon 
as the dog had finished eating. The residue of food was then 
weighed. This regime was continued for 49 days. 

During days 1-12 and 25-39 the dog remained in the 
kennel throughout. On days 13-24 it had an hour’s light 
exercise (walking on a treadmill on the level at 3-5 m.p.h.) ; 
and on days 40—49 it had an hour’s hard exercise (walking 
on a treadmill at 3-5 m.p.h. up an incline of 1 in 10). The 
dog readily accomplished this and was not exhausted at 
the end. 

The figure shows that on some days when light exercise 
was taken the food intake was reduced, and that throughout 
the period of hard exercise, it. was the same as in the two 
sedentary periods. Average daily food consumption was 
378 g..during the first sedentary period, 331 g. during the 
period of light exercise, 396 g. during the second sedentary 
period, and 391 g. during the period of hard exercise. 
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There was a slight loss of weight during the sedentary 
periods (attributable perhaps to the limited access to food) 
but this loss was increased by the exercise, and over the 
whole period the weight fell from 25-0 to 22:6 kg. The 
dog was very fit at the end of the studies. 

In this animal, clearly, a short period of exercise did 
not increase the appetite above the sedentary level. 
The result is.thus in line with the study of Mayer et al., 
and supports their suggestion that a certain minimal 
level of physical activity is necessary for the appetite 
to function with precision and to adjust food intake to 
requirements. 

If this hypothesis can be substantiated in man, it has 
great practical importance in the treatment of obesity. 
It is not generally realised how sedentary is the life led 
by most urban people. Even young military cadets 
spend 17/, hours a day either lying, sitting, or standing 
(Edholm et al. 1955); the corresponding figure for 
coalminers is 18°/, hours a day and for colliery clerks 20 
hours a day (Garry et al. 1955). Military cadets and miners 
have two of the most physically active occupations, and 
yet about three-quarters of their life is- sedentary. The 
daily physical activity of many thousands of light workers 
(and housewives may be so defined—see Durnin et al. 
1957) may be below the threshold needed for appetite 
to function normally. For this reason they may overeat 
and become obese. If this is so, then perhaps the first 
duty of their physician is: to prescribe a suitable regime 
of physical activities. 

I am indebted to the Medical Research Council for an expense grant. 


REFERENCES 

Durnin, J. V. G. A., Blake, E. C., Brockway, J. M. (1957) Brit. ¥. Nuer. 
olm, 0.8 G., 9 Sse J. G., Widdowson, E. M., McCance, R. A. 
(1955) ib 

$ , Warnock, G. M., Durnin, J. V. G. A. (1955) 


, 


,R. C, g bh 
Spec. Mab Ser. med. Bis, Coun., Lond. no 289. 
Moyes, { , Vitale, 3. de Geen, J H., Mashayekhi, 
Sener I 1984) Amer. F. Physiol. 177, 544 





Preliminary Communication 





AN ANTIBODY TO CASTLE’S 
INTRINSIC FACTOR 


WE have succeeded in producing antibodies to pre- 
parations of human and pig intrinsic factor (1.F.) as the 
initial part of a scheme to demonstrate the site of 
secretion of I.F. . 


Three antigens have been used. One was made from human 
gastric mucosa (substance E of O’Brien, Taylor, Turnbull, 
and Witts ') and the other two were partially purified pre- 
parations of pig pylorus, designated 1.F. 1345 and 1.F. II B2. 
In each case the antigen was dissolved in water and emulsified 
with a light paraffin oil, ‘ Bayol F’ (Esso Standard Oil Co.), 
containing killed human Mycobacterium tuberculosis, and an 
emulsifying agent, ‘ Arlacel A’ (Atlas Power Co., Wilmington, 
U.S.A.). Rabbits were injected with one of the three mixtures 
by multiple subcutaneous puncture. This Freund adjuvant 
technique * was used because it is known to give high titres of 
antibody, which persist for long periods. 

Simple precipitation tests, using all three antigens and 
antisera, gave heavy precipitates from interaction of the 
human 1.F. and the corresponding antiserum. Both pig pre- 
parations and their corresponding antisera behaved similarly. 
There was also some cross-reaction between 1.F. 1345 and the 
rabbit anti-human-I.F. serum. Results with the Ouchterlony 
1. O'Brien, ri R. P., Taylor, W. H., Turnbull, A. L., Witts, L. J. Lancet, 

ols . 
2. Freund, J., McDermott, K. Proc. Soc. exp. Biol., N.Y. 1942, 49, 548. 
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INHIBITION OF INTRINSIC- FACTOR ACTIVITY BY ANTISERA 





Percentage 
Pati Preperation 9 O'5 ug. dose 
‘atient reparation given . . dose 
no. of OCo- 
labelled 
vitamin B,2 
1 Vitamin By alone . = 5-2 
9 » with 20 mg. LF. II B2 44-4 
” »» With 20 mg. 1.F. II B2+20 mi. normal 
rabbit serum . 47°7 
- » with 30 mg. LF. II B2+20 mi. anti- 
pig-I.F. serum: 
(a) supernatant .. 21-2 
(6) precipitate 7-2 
2 Vitamin B,2 alone . | 126 
a » With 20 mg. 1.F. II B2 + 20 ml. normal 
rabbit serum .. 55:9 
»” >» with 20 mg. LF. II B2 +20 ml. anti- 
1.F. serum: 
(a) supernatant .. 0-0 
(6) precipitate 9-8 
3 Vitamin B;2 alone . 18-0 
om » With 10 mg. LF. Il B2 52:1 
99 » with 20 mg. 1.F. II B2+20 ml. normal 
= serum 635 
» » with 20 mg. LF. II B2+20 mi. anti- 
pig-I.F. serum: 
(a) supernatant .. 58 
(6) precipitate 37:3 
4 Vitamin B;2 alone .. , 273 
pa » With 26 mg. substanceE 60-4 
99 » With 26 mg. substance E+20 ml. 
anti-human-I.F. rabbit serum 29 
5 Vitamin B;2 alone .. é 26°6 
” » With 26 . ‘substance E +20 mi. 
normal rabbit serum oi is 39-3 
2 » With 26 mg. substance E+20 ml. ‘iin 


anti-pig-I.F. rabbit serum 

technique,’ in which solutions of the antigen and antiserum 
are allowed to diffuse towards each other from cups cut in 1% 
, agar in petri dishes, have suggested that in the case of 1.F. 1345 
the antigen consisted of more than one constituent. Substance E 
gave only one band with its antiserum, but this was a very 
weak one and cannot be taken as conclusive evidence of 
homogeneity. 

None of the antigens used was pure I.F., and the only 
means of determining whether antibody to I.F. was 


3. Ouchterlony, O. Acta path. microbiol. scand. 1948, 25, 186. 


present in the antisera was by specific neutralisation of 
LF. activity. 

I.F. activity was estimated by the fecal excretion method of 
Heinle et al.‘ in patients with pernicious anemia controlled 
by treatment. Amounts of I.F. known to possess demonstrable 
activity were dissolved in water and mixed with antiserum in 
the proportions suggested by previous precipitation tests. The 
mixture, or the precipitate and supernatant separately, was 
administered with the test dose of ®°Co-labelled vitamin B,,. 
Controls were done in the same manner, using normal rabbit 
serum. I.F. activity could not be tested in the case of 1.F. 1345 
by the fecal excretion method, since it already contained a 
relatively large amount of vitamin B,,. 


The results are shown in the table. It can be seen that 
human and pig I.F. activity can be inhibited by specific 
rabbit antisera. 

Unless some means of splitting the antigen-antibody com- 
plexes differentially can be found, serological techniques are 
not likely to offer a possible method of I.F. purification; but, 
using the Ouchterlony plate method, they may provide a useful 
means of testing the homogeneity of 1.F. preparations and add 
to the established criteria of purity. 

It is interesting that the rabbit is able to produce an antibody 
to 1.F. It may be that I.F. is essentially an external secretion 
and causes sensitisation when it is introduced parenterally, or 
it may be that I.F. is partly or wholly species-specific. 
Schwartz et al. following up their original observation that 
patients with pernicious anemia may become resistant to 
orally administered 1.F.,° have recently * suggested that this 
phenomenon may be due to such sensitisation. 


K. B. TAYLOR 
M.A., D.M.Oxon., M.R.C.P 
J. A. MorTON 
B.Sc., Ph.D. Lond. 


Nuffield Department of Clinical Medicine 
and the soerument of Pathology, 
Radcliffe Infirmary, Oxford 


4. Heinle, R. W., Welch, A. D., Scharf, V., Meacham, G. C., Prusoff, W. H. 
Trans. Ass. Amer. Phycns, 1952, 65, 214. 

5. Schwartz, M., Lous, P., Meulengracht, E. Lancet, 1957, i, 751. 

6. — M., Lous, P., Meulengracht, E. Ugeskr. Laeg. 1957, 119, 





New Inventions 





A PLEURAL-BIOPSY PUNCH 

Tuis instrument enables a biopsy specimen to be taken from 
the parietal pleura, when an effusion is aspirated, without risk 
of damage to the lung. It is large enough to take a satisfactory 
specimen (4 mm. in external diameter) without causing more 
discomfort than ordinary aspiration under local anesthesia. 
Because the biopsy is clean-cut, the histological picture is 
undistorted. 

Fig. 1 shows all the features of the punch except the stylet. 
It consists essentially of two concentric tubes. The short trocar 
point is sharp enough to penetrate the chest wall after a tiny 
incision has been made in the skin, but it does not puncture the 
lung if the effusion is completely aspirated. Behind the point 
is a deep notch in the outer tube, which can be closed by 
twisting the back hexagonal grip clockwise, so sliding the pin 
on the base of the inner tube along the oblique slot in the base 
of the outer tube and advancing a sharp-cutting cylinder just 
past the notch with a rotary movement, thus cutting off and 
holding any tissue engaged therein. In fig. 1 the notch is seen 
half-closed. A spring clip holds the pin in either the open or 
the closed position sufficiently firmly to prevent inadvertent 
movement. 





Fig. 1—Pleural-biopsy punch with notch half-closed. 


Fig. 2—Pleural biopsy specimen showing intercostal muscle and 
thickened pleura infiltrated by carcinoma. 


Any type of syringe mount may be specified; so the punch 
can be used with apparatus for routine aspiration. The two 
tubes can be completely separated for cleaning, and as all the 
parts are either stainless or heavily 
plated, they can be sterilised by 
boiling 


Technique. — The chest wall is 
infiltrated with local anesthetic 
in the usual way, a tiny incision is 
made in the skin, and the punch is 
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introduced with the notch closed, in which state it is airtight. The 
aspiration apparatus is then attached to the mount on the inner tube, 
the back hexagonal grip is twisted anticlockwise to open the notch, 
and the aspiration carried out. At the end of aspiration the notch is 
directed along the intercostal space by means.of the indicator knob 
on the front hexagonal grip, the punch is slowly withdrawn, and 
sideways pressure in the direction of the notch is maintained until 
it is felt to engage in the chest wall. The punch is then held firmly 
against the chest wall, the back hexagonal grip twisted sharply 
clockwise, and the punch withdrawn. Finger pressure for two or 
three minutes stops any bleeding from the puncture. The biopsy 
specimen is found either in the hollow point or inside the cutting 
cylinder. . 

I have used the punch mostly as an aid in the diagnosis of 
pleural effusion of unknown origin in middle-aged patients. 

Fig. 2 shows a biopsy specimen from a man, aged 56, who became 
very breathless in three weeks. A very large yellow pleural effusion 
was aspirated several times. After complete aspiration radiography 
of his chest, bronchoscopy and bronchography failed to reveal the 
cause. Pleural biopsy was done with the next aspiration and showed 
thickened pleura infiltrated by carcinoma. 

I have also used the punch to obtain biopsy specimens from 
lung tumours in which there was good radiological evidence 
of adhesion of the lung. The punch will take a biopsy specimen 
from any tissue into which it is inserted. 

Mestitz et al. (1957) have related their experience with this 
punch, mostly in the diagnosis of tuberculous effusions. In 
their series there were no serious complications in 116 biopsies. 
I have had no complications in 30 biopsies. 

My thanks are due to Mr. Holmes Sellors for his encouragement; 
and to all the consultant staff at Harefield Hospital, to Mr. A. L. 
d’Abreu and Dr. A. Brian Taylor for allowing me to take biopsy 
specimens from their patients; and to Mr. T. F. Dee for the photo- 
graphs. The Genito Urinary Manufacturing Company, 28a, 
Devonshire Street, London, W.1, made the instrument. 

LEON D. ABRAMS 
M.B.Birm., F.R.C.S. 
Sogiss seationen, surgical professorial unit, een Elizabeth Hospital, 
Birming ; late surgical registrar, Harefield Hospital, Middlesex 
REFERENCE 
Mestitz, P., Pollard, A. C., Purves, M. J. (1957) Lancet, ii, 873. 


THE BRISTOL TRANSFUSION CRADLE 

Tus cradle was designed to make transfusion-bottle 
changing an easier task ; the frail wire clips supplied with 
transfusion sets are both awkward to fasten and unreliable 
when used for the second bottle. 

The cradle (see figure) contains 
two rings supported by cross-pieces 
with a loop for attachment to the 
transfusion stand. The upper ellip- 
tical ring is set at an angle so that, 
after the upper part of the bottle has 
been passed through it, the bottle 
can rotate about a horizontal axis, 
its neck passing through a gap of 
15/, in. in the lower ring. 

Cradles of this type have been in 
constant use for the past eight 
months and were found to save much 
labour. 

We are indebted to Mr. A. E. 
Christmas, instrument maker at the 
Bristol Royal Infirmary, for assisting 
in the design, and Mr. R. Bennett 
for making the trial prototypes. The 
cradle can be obtained from Messrs. 
Charles F. Thackray Ltd., Park St., 
Leeds, 1. 

J. CLUTTON-BRock 
M.A., M.B. Cantab., F.F.A. R.C.S. 
P. J. RoFFEy 
M.B. Cantab., F.F.A. R.C.S. 
A. D. CLARKE 
M.B. Leeds., F.F.A. R.C.S. 
Department of Anesthetics, Bristol Royal Infirmary. 





Reviews of Books 





Essentials of Chemical Pathology 
D. N. BARON, M.D., reader in chemical pathology, Royal Free 
Hospital School of Medicine, London. London: English 
Universities Press. 1957. Pp. 247. 25s. 

IN twenty years the subject of chemical pathology has 
advanced from a sideline of clinical pathology to a major 
specialty in its own right, influencing. the development of 
almost every field of medicine. These broad advances have 
been paralleled by a literature which at present consists mainly 
of advanced treatises or students’ elementary textbooks. 
Dr. Baron has intended his book to provide medical students, 
housemen, and registrars with an adequate knowledge of 
chemical pathology to permit them to keep up to date with this 
ever-advancing subject. 

The first part gives a general account of the normal and 
abnormal features of fluid and electrolyte distribution and of 
carbohydrate, fat, and protein metabolism. There follow 
details of the applications of chemistry to the investigation 
of various systems. The section on calcium, phosphorus, and 
bone, and those on water and electrolytes and on acidosis and 
alkalosis, are exceptionally good, but the kidneys could with 
advantage have been discussed more fully. The chapter on 
the steroids is particularly.useful, but a clearer account might 
have been given of the causes of difficulty in assessment of 
adrenal function. There is a remarkably complete account of 
differential estimations of serum-proteins ; and such up-to-date 
topics as C-reactive protein, ‘afibrinogenemia, agammaglobu- 
linemia and fibrocystic disease are included. 

In an introduction, Sir Charles Dodds remarks that the 
author-has refrained from quoting a large number of refer- 
ences; but the book covers so wide a field that many readers 
would welcome further reference to certain subjects. 

This is in no sense a laboratory manual, though some 
clinical procedures, as well as various methods for routine 
testing of urine, are described in detail. It is perhaps a pity 
that Dr. Baron’s desire for completeness has led him to describe 
such out-of-date tests as Hay’s test, the urea-concentration 
test, and the hippuric-acid tests, all of which are of little 
clinical value. It is high time, too, thag osazone and fermenta- 
tion tests for the identification of glucose were abolished from 
chemical pathological practice; identification by paper chroma- 
tography or enzyme tests is more satisfactory. 

The statements that “ The bilirubin which is originally 
produced from hemoglobin is also called indirect, pre-hepatic 
or hemobilirubin. The modified bilirubin which has passed 
through the liver is called direct, post-hepatic, or chole-bili- 
rubin ”’ do not emphasise the need to drop this terminology. 
The recent classification of the mechanism of the van den 
Bergh reaction by Lathe has led to the more logical use of the 
terms “‘ bilirubin ” and “‘ conjugated bilirubin ”’. 

The book is perhaps too detailed for general use by the student, 
but it deserves to be widely read by the many doctors who 
nowadays seek the help of the laboratory of chemical patho- 
logy. At 25s. it is one of the best bargains among medical 
textbooks. 


Sigmund Freud: Life and Work 
Vol. 3. The Last Phase, 1919-1939. EERNEST JONES, M.D., 
F.R.C.P. London: Hogarth Press. 1957. Pp. 536. 35s. 


Dr. Ernest Jones may rest content with his biographical 
labours. Confronted with the peculiar difficulties that beset 
a psychoanalyst in this task, he has, for the most part put aside 
the temptation to infer and to interpret. He has given us 
instead a well-documented and faithful story of the struggles 
and vicissitudes of Freud’s life; it is a good historical account, 
which might have been written by someone quite incapable of 
making a subtle psychoanalytical dissection of what lay beneath 
the surface, in the way that Freud himself did in his essays on 
Goethe, Dostoevsky, and Leonardo. 
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Half of the third and concluding volume is devoted to the 
last twenty years of Freud’s life—a period of great physical 
suffering endured with noble stoicism, and of disappointments 
and upheavals which he met with unfailing humour and forti- 
tude. His character matched his intellectual power, and few 
who have read this biography will withhold admiration and 
respect, however little they may agree with the tenets of 
psychoanalysis. In the account of this last phase, Freud’s 
daughter Anna shines with a milder light in the background, 
a devoted and selfless helper. The volume is appropriately 
dedicated to her. 

It is a pity that Dr. Jones has given so much space to per- 
sonal quarrels, such as that between himself and Rank. It is 
clear that feuds among his followers distressed Freud and 
sometimes took up much of his time and thought, but the 
detailed account of suspicions and misunderstandings makes 
tedious reading. 

The latter half of the book consists of a review of Freud’s 
contribution to a wide range of subjects, including religion, 
occultism, art, and literature. This is naturally a subjective 
valuation, crediting Freud’s work with a greater and more 
lasting impact than many who are expert in the respective 
subjects have been willing to concede. It affords, however, 
a striking conspectus of the long creative activity of a fertile 
and very original mind. 


Chemotherapy and the Central Nervous System 
Henry McILWAIN, PH.D., D.sc., professor of biochemistry, 
University of London, at the Institute of Psychiatry. London: 
J. & A. Churchill. 1957. Pp. 328. 45s. 

Stnc—E the time of Ehrlich the term “ chemotherapy ” 
has usually been restricted to chemical treatment which 
destroys some infecting organism (bacterium or parasite); but 
by its derivation it ought to include all treatment by chemical 
compounds. Dr. MclIlwain uses the term in the wider sense, 
and his book considers chemical compounds which have been 
used to produce all kinds of therapeutic effects in the central 
nervous system. 

His approach is mainly historical, starting from 1800 and 
leading up to the most recent developments. Thus, successive 
chapters describe general anesthetics and hypnotics; anti- 
pyretics; the distribution of drugs in the body and their meta- 
bolism; the action of drugs on the body and on the disturbing 
agent; drugs acting on infections (arsenicals and other com- 
pounds against trypanosomes and syphilis, sulphonamides, 
and antibiotics), and the theory of antimetabolites developed 
from them; anticonvulsant and drugs for the treatment of 
epilepsy; and drugs for nervous and mental disorders, both 
those which are mainly excitant (e.g., amphetamine, pipradol) 
and those which are mainly depressant (e.g., reserpine, chlor- 
promazine). Finally, there is a chapter which considers the 
general principles of discovering new drugs for action upon the 
central nervous system. 


The book does not attempt to give technical details or exact 
data, but rather considers general principles; and the author is 
to be congratulated on having told a complex story in a simple 
and intelligible style, which does not need a detailed knowledge 
of chemistry or pharmacology for its appreciation. He will find 
ready readers among doctors who are interested in knowing 
the background of the drugs they use, and among research- 
workers, pharmacologists, and synthetic chemists engaged in 
the search for new remedies. 


Gynecologic Surgery and Urology 
THOMAS L. BALL, M.D., assistant professor of clinical obstetrics 
and gynecology, Cornell University Medical College. London: 
Henry Kimpton. 1957. Pp. 547. 150s. 

BRITISH gynzcologists perhaps do not realise that in many 
centres in the United States gynecology and female urology 
are almost one specialty. Dr. Thomas Ball’s beautiful volume 
of operative gynecology might well have been entitled Female 
Pelvic Surgery, since it includes some basic proctology in 


addition to urology and gynzcology. The reader will be 
impressed with the accurate anatomy and the thoughtful 
and meticulous approach of the anatomically trained surgeon 
to each clinical problem, which is illustrated by some of the 
finest drawings to be found in any similar book. 

The scope is considerable and includes many important 
problems which are not strictly surgical, such as the psycho- 
somatic aspects of gynecological surgery, and a particularly 
thoughtful chapter on backache in women. The general 
substance of the book is in line with the best modern British 
gynzcological practice, and the style of the author is clear and, 
at times, refreshingly racy. The chapter on malignant tumours, 
radiation, and radical surgery is perhaps the best, and includes 
some of the more recent advances in radiation therapy. 

British gynecologists should not be deterred by the price of 
this lavishly produced and generously illustrated book, for by 
spending it they will broaden their attitude to gynzcology and 
they will find much to stimulate and instruct them. 


The Sea My Surgery 
JosEPH MAGUIRE, M.B. 
Pp. 234. 16s. 

Dr. Maguire has been a ship’s doctor for thirty years, and 
for fifteen of them he has been serving in the Queen Mary or 
the Queen Elizabeth. Even the least gifted of writers would 
find it hard to write a dull book with that sort of experience 
behind him—and Dr. Maguire is certainly not in that category. 
He tells his story with all the gift for raconterie which one 
might expect from an old sailor who is also an Irishman. 

To remind us that, even on one of the Queens, a ship’s 
doctor’s life is not concerned exclusively with tending film 
stars with headaches, there are several accounts of more des- 
perate emergencies—sometimes fought out with hundreds of 
miles separating the doctor and his patient, whose condition 
had to be diagnosed and treated by radio. One of the most 
interesting chapters recalls a period when conditions were not 
so luxurious. Dr. Maguire sailed in the Queen Elizabeth 
throughout the late war, when she was used for trooping. She 
then carried up to 15,000 soldiers at a time, but in a manner 
which denied them most of the comforts the peacetime pas- 
senger expects. (The better state-rooms on the main deck, 
for instance, which normally accommodated 2 persons, were 
reserved for colonels—26 to a room!) There are intriguing 
glimpses of the organisation which made possible this mass 
transport of men, and which surmounted such tasks as cooking 
31,000 eggs for breakfast. 


London: William Heinemann. 1957. 


The Disease of Tobacco Smoking and its Cure 
LENNOX JOHNSTON, M.B. London: Christopher Johnson. 1957. 
Pp. 104. 3s. 6d. 

SMOKING has been shown to be partly responsible for 
bronchial carcinoma, pulmonary tuberculosis, coronary 
occlusion, thromboangiitis obliterans, and tobacco amblyopia— 
not to mention the fires and mine explosions it causes, and the 
road accidents attributable to cerebral ischemia due to car- 
boxyhezmoglobinemia. There is little to be said in favour of 
smoking, and the world would no doubt be a happier place if 
it were abandoned. Dr. Johnston has been. saying this with 
some force for years, and he has now written a summary of the 
evidence against smoking, an account of his alarming experi- 
ments on himself with nicotine, and a history of his campaign. 
We wish him success; but we must unhappily forecast that the 
tone of his book will incense most smokers rather than convince 
them of their errors. They may be frightened into giving 
up their addiction; they will not be persuaded by these 
methods. 

The book may better serve a purpose in helping those who 
have decided to stop smoking; there are hints and encourage- 
ment, and suggestions for forming a stalwart mental attitude 
against smoking. An appendix gives verbatim the recent state- 
ment by the Medical Research Council on tobacco-smoking 
and cancer of the lung. 
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For infections of... 


HYDROMYCIN—a combination 
of hydrocortisone and 
neomycin for prompt and 
effective control of both 
inflammation and infection. 
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PROMPT IN ACTION + WELL TOLERATED 


OINTMENT 
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for the treatment of discoid lupus erythematosus 

and other light-sensitive diseases ; also- under investigation 

for rheumatoid arthritis. Superior to other anti-malarial 
drugs in that it is: 

¢ far less toxic—one-fifth of the toxicityt of chloroquine. 

e far more effective—low toxicity permits higher dosage 
levels with correspondingly greater 
therapeutic activity. 

* hydroxychloroquine sulphate. Medical literature available on request. 
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Incidental Dangers of X-ray Therapy 


BELIEF in the relative “ radioresistance”’ of certain 
organs and tissues which may have to be included in 
therapeutic X-ray fields prevailed for many years. But 
in the past decade that comfortable conviction has been 
rudely shaken; and to long-established hazards, such as 
radiation burns and bone-marrow aplasia, further dis- 
quieting possibilities have been added. Major damage 
to the kidney, to the central nervous system, to the 
lung, and probably to the heart-muscle must now be 
included among the risks of radiation. 

The clinical and experimental work of Prof. CLIFFORD 
WILSON and his colleagues, whose report we publish 
this week, demonstrates that irradiation of the kidney 
may produce hypertension which, both clinically and 
histologically, is indistinguishable from malignant essen- 
tial hypertension. This discovery that renal hypertension 
can be induced without obstructing the renal circulation 
and in the absence of manifest renal damage is of great 
interest. It opens new possibilities for the role of the 
kidney in the genesis of chronic hypertension, and par- 
ticularly of essential hypertension, where a renal 
mechanism has hitherto appeared less likely because, in 
the early stages, there are no structural changes in the 
kidney. These observations confirm and explain in a 
remarkable way the different clinical syndromes 
described by LuxToN! in his account of radiation 
nephritis. The pathological features of this nephritis 
were reported by RUSSELL,” and the limits of renal toler- 
ance to X rays were carefully assessed by KUNKLER et al.* 

BopDEN ‘* examined 161 patients who had been given 
X-ray therapy for malignant growths of the mouth and 
neck, and found 10 with radiation myelitis of the cervical 
spinal cord, which was fatal in 5 cases. BopeEN °® later 
reviewed 7 cases of radiation myelitis of the brain-stem, 
and thus confirmed and greatly expanded the work on 
isolated cases of AHLBOM,® SMITHERS et al.,” and STEVEN- 
SON and ECKHARDT.* Cerebral damage from radiation 
has been similarly recognised clinically by WACHOWsKI 
and CHENAULT® and PENNYBACKER and RussELL.!° 
Radiation damage to the lung was first described by 
GROOVER et al."’ and was brought clearly again to our 
notice by WHITFIELD et al.,!* who recorded 29 cases. 
WHITFIELD and KUNKLER 13 described 4 patients with 

Luxton, R. W. Quart. f. Med. 1953, ws 215 
. Russell, H. Edin. med. 7. 1953, 60, 4 
Kunkler, P. B., Farr, R. F., Luxton, R W. Brit. 3. Radiol. 1952, 25, 
Boden, G. ibid. 1948, 21, 249, 464. 

Boden, G. ibid. 1950, 23, 1, 79. 
Ahlbom, H. E. Acta radiol., Stockh. 1941, 22, 169. 
§ ote a » Clarkson, 3. R., Strong, J. A. Amer. ¥. Roentgenol. 
, Stevenson, L, O., Eckhardt, R. E. Arch. Path. 1945, 39, 109. 
. Wachowski, T. J., Chenault, - Radiology, 1945, 45, 227. 
. Pennybacker, J., Russell, D. ¥. Neurol. Psychiat. 1948, 11, 
§ Fg Oe a. me Christie, A. *. Merritt, E. A. Sth. med. « & * Neshville, 
Whitheld, AG . W., Bond, W. H., Arnott, W. M. Quart. J. Med. 1956, 
‘ Whitfield, A. G. W., Kunkler, P. B. Brit. Heart 7. 1957, 19, 1, 53. 
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electrocardiographic changes following X-ray treatment 
to the thorax. Furthermore, the threat of leukemia from 
X-radiation seems real enough, evidence coming from 
studies of patients with ankylosing spondylitis treated 
with X rays,’ from the incidence of leukemia in 
children given X-ray treatment in infancy for enlarge- 
ment of the thymus,’® from the increased death-rate 
among physicians practising radiology,’*'* and from 
the death-rate from leukemia attributable to the 
atomic explosions in Nagasaki and Hiroshima.'*~*! 

Radiotherapy is of immense value as radical treatment 
for certain malignant growths, especially cancers of the 
skin, lip, tongue, and uterine cervix, and is used as 
palliative treatment for many other types of neoplastic 
disease. There is also a sound basis for prophylactic 
irradiation of the abdomen after unilateral orchidectomy 
for seminoma **—a practice which drew attention to 
the nephritis caused by X rays. 

X-ray therapy having been in vigorous use for over 
thirty years, it may be asked why its clinical side-effects 
have not been investigated more closely. FORSSELL ** 
stated emphatically: “ A medical man who devotes his 
services to a radiotherapeutic clinic must forsake all 
else and be willing to devote life and soul-to radio- 
therapy.” Is the old adage relevant here—‘‘ Love is 
blind but the neighbours ain’t”’? The radiotherapist 
may seem somewhat uncritical of the side-effects which 
alarm his colleagues. There are, however, important 
contributory factors. Commonly a latent period of 
weeks or months divides the start of X-ray therapy 
from the development of symptoms of incidental X-ray 
damage. It has been only too easy to dissociate such 
symptoms from the X-ray therapy and to attribute 
them to metastases or to an extension of the primary 
growth—and even to prescribe further X-radiation on 
that account. Furthermore, a feature of X-ray therapy 
is the variation in susceptibility between patients, as 
between individual tumours. Also, radiotherapy is a 
developing science; new techniques with incompletely 
known effects are constantly under trial. But perhaps 
the main difficulty is that the radiotherapist’s attention 
is focused en the malignant growth. He knows that 
the patient’s survival depends on its eradication, and, 
half-measures being fraught with peril, makes the 
primary treatment as radical as possible. 

It profits all concerned, especially the patient, if 
radiotherapists work in close association with clinicians. 
“Combined clinics” are now widely established in 
which radiotherapist and surgeon or gynecologist see 
the patients together, and seek to agree on diagnosis and 
treatment. Radiotherapy should not be isolated. It 
should be part of a general scheme, and those who 
conduct it should maintain constant contact with both 
physicians and surgeons in diagnosis, treatment, and 


14. Court-Brown, W. M., 
15. = Bas Hempelmann, L. H., Fuller, L. M. 


64, ‘ 
16. Ulrich, H. New Engl. 3. Med. 1946, 234, 45. 
17. March. H., Amer. J. med. Sci. 1950, 220, 282. 
18. Peller, S., ty “he P. ibid. 1952, 224, 154. 
19. Folley, J. H., Borges, W., Yamawaki, T. Amer. J. Med. 1952, 13, 311. 
20. Lange, R. D. Moloney, Ww. C., Yamawaki, T. Blood, ee 9, 574. 
21. Moloney, W. Cy Kastenbaum, M. A. Science, 1955, 121, 
22. Boden, G., Gibb, R. Lancet, 1951, ii, 1195. 
23. Forssell, G. Canad. med. Ass. F. 1933, 28, 30. 
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follow-up. Much is already being done to avoid the 
incidental dangers of X-radiation—for instance, by 
using megavoltage and by “shielding” techniques. 
But ra¢diotherapy remains a powerful weapon which can 
be fatal to both friend and foe; and the whole resources 
of medicine are required to ensure that its edge is 
turned always against the invader. 


Influenza Vaccines 

THE circumstances of the recent influenza epidemic 
have been unique in many ways. From the time when 
the so-called Asian viruses first appeared and showed 
their ability to spread, it was clear that a world-wide 
epidemic could be expected. Accordingly in many 
countries, including the U.S.A. and this country, there 
was a short period during which vaccine could be 
prepared in readiness for the epidemic. Plans were 
made in the U.S.A., and to a lesser degree in this 
country, to use vaccine on a larger scale than ever 
before. To some extent these plans were disorganised 
by the fact that the epidemic got under way well ahead 
of winter—the usual season for influenza epidemics. 
At the moment the epidemic is on the wane, but a 
second wave may come later in the winter. 

It is too early yet to judge how effective the influenza 
vaccine has been; this information can only come from 
controlled trials carried out under various conditions. 
In a small trial ' 70 volunteers in an American State 
penitentiary were vaccinated last July with either Asian 
vaccine or an inert fluid, in such a way that neither 
the volunteers nor the clinical observers knew which 
inoculation had been given to each individual. Three 
to four weeks later 55 of the volunteers were inoculated 
with live Asian virus in the form of a pool of naso- 
pharyngeal washings collected from Boy Scouts who 
took ill while attending a jamboree. Volunteers first 
received an instillation of saline into their nostrils in 
order to clear away all mucus, and then the inoculum 
was sprayed into each nostril and into the oral pharynx 
by means of a De Vilbiss atomiser, and the oral pharynx 
was also swabbed vigorously with a swab dipped in the 
inoculum. It was calculated that each volunteer received 
about ten thousand infective doses of virus, correspond- 
ing to one or two drops of nasopharyngeal secretion. 
Altogether 78° of 23 volunteers in the control group 


developed influenza, compared with 44% of 32 volun- 


teers in the vaccinated group. Clearly the results of this 
limited trial, in which an artificial method was used 
' for inducing infection, can be taken as only a very rough 
guide to what may be expected under natural conditions 
of exposure to infection. Nevertheless the findings 
suggest that the vaccine is unlikely to have dramatic 
protective effects, and unofficial reports of its behaviour 
under natural conditions are in line with this conclusion. 

The results of previous trials of influenza virus 
vaccine have varied; in some epidemics protection-rates 
of 70-80°% have been found, while in others vaccine 
has shown no beneficial action. The most variable 
factor is the virus itself, which seems to have an almost 


Ward, T. ¢ 


1. Bell, J. / 3., Kapikian, A. Z., Shelokov, A., Reichelderfer, 
366. 
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unlimited capacity to mutate from one epidemic to the 
next; and the best protection-rates have been found 
when the virus used in preparing vaccine was anti- 
genically closely related to the epidemic virus. The 
virus responsible for this latest epidemic is antigenically 
remote from previous influenza-A viruses.” It is there- 
fore possible that a single inoculation of vaccine would 
not protect as well as two inoculations, and this is one 
of the questions which may be answered by trials now 
in progress. This possibility was suggested by a vaccine 
study * among schoolchildren in this country. Unfor- 
tunately it seems that knowledge gained from one 
vaccine trial cannot be readily used to predict the 
protective value of a new vaccine in a changed epidemio- 
logical situation, and clearly we do not know enough 
about the epidemiology of influenza and the best use 
of influenza vaccines to allow us to keep one step ahead 
of the virus. At the moment, while influenza is relatively 
mild and the degree of protection given by Asian-virus 
vaccine is still unknown, the decision how widely to 
use vaccine will be dictated mainly by political and 
economic factors. 


Hospital and Home 

IF hopes are seldom realised in full, neither are fears. 
At the beginning of a year which will see the tenth birth- 
day of the National Health Service, we can take comfort 
from its continuing state of flux. Instead of settling in a 
solid mould, as was predicted, it remains malleable 
enough to be adapted to new circumstances and new 
ideas of what the public needs. Already some remarkable 
changes are beginning. 

Medicine, of course, is in a highly dynamic phase, 
which refuses to be bound by calculation and prophecy. 
Thinking of projects into which we have put our heart, 
some of us may reflect half ruefully on the effort we put, 
for instance, into pressing Governments to take tuber- 
culosis more seriously and provide a great many more 
beds for its treatment. On which Dr. BERESFORD’s letter 
in our correspondence columns this week is sufficient 
comment; for he is suggesting that the larger sanatoria 
should now be made over to other purposes. Again, in 
face of the shocking overcrowding of mental hospitals, it 
must have seemed to many that the urgent need was to 
relieve pressure by putting up new buildings. But the 
paper by Dr. Carse and his colleagues (p. 39) shows 
once more that such thinking is out of date. From 
the varied experience of such enterprising places as 
Amsterdam, Nottingham, Manchester, Bristol, Bromley, 
the Maudsley, and now Worthing, a quite different 
system of looking after mental disorder is beginning to 
emerge—a system in which most of the patients will go 
on living at home while under treatment and will get 
the benefits of psychiatry, at day hospital or clinic, with- 
out risk of the desocialisation too often suffered in the 
past by those who have entered large and often 
isolated institutions. Within ten years, at latest, we may 
be oe what to do with the many mental hospitals 
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which are plainly unsuitable for the proper practice of 
psychiatry within the same framework as the rest of 
medicine. 

Both in tuberculosis and in mental disorder we see 
examples of the new tendency to treat the patient at home 
in his natural surroundings. Similarly it is clear that a 
great many old people who have been forced into 
institutions ought to have had the kind of help that 
would enable them to go on living independent lives, 
often far more happily. There is always a risk that, with 
any new movement like the present endeavour to keep 
patients out of hospital, one may end up by sacrificing 
people to the idea: there are some mental patients, and 
some old people, and indeed some children, who can be 
kept at home only at immense cost in strain to their 
relatives—no matter what aid they may get from doctor, 
home nurse, health visitor, or home help. Indeed, home 
care can be financially much more expensive than hospi- 
tal care, and cannot therefore always be preferred even 
on economic grounds. Nevertheless we are certainly wit~ 
nessing the development of fresh arrangements.by which 
many more patients will visit the hospital instead of 
living in it. And we are also witnessing a change in the 
nature of the hospital itself. At last people are getting 
away from the rigid concept of a hospital as consisting of 
a collection of similar wards, each staffed by a complete 
hierarchy of trained nurses, to which every patient who 
needs specialised investigation or treatment must be 
admitted. Many years’ experience has shown how much 
can be done in outpatient departments without entering 
the wards; and still more could be done if suitable 
patients could have hostel accommodation overnight. 
Similarly many patients necessarily admitted to ordinary 
wards could, as they recover, graduate to wards without 
nursing supervision, where some of them could virtually 
look after themselves while obtaining whatever treatment 
they need. What has been wittily called “ cafeteria 

medicine ” surely has a real future; for it is futile to 
waste the service of skilled narses on people who do not 
in the least require them. 

In returning thus to the old theme of keeping patients 
out of hospital, we return also to the question of where 
the centre of gravity of medicine really is or should be. 
Are the hospitals merely an appendage to general prac- 
tice, where 90°/ of the patients are seen and treated ? Or 
is the hospital the true temple, and the family doctors no 
more than motile acolytes? We have repeatedly stated 
our opinion that, wherever the exact balance lies, grave 
damage will be done if the general practitioner ceases to 
regard himself as an all-round doctor capable of accurate 
diagnosis and treatment, and responsible for the care of 
patients rather than for the disposal of applicants. And 
in some ways the new trend towards keeping the patient 
at home, and bringing the specialist to his hearth, may 
help to restore the practitioner’s position. On the other 
hand many of the present promising experiments—for 
example, the Worthing trial of domiciliary psychiatry; 
the Cambridge scheme for discharging patients early, 
with extra nursing care; the St. Mary’s Hospital 
pediatric team which goes to illness in the home '—are 
1. See Lancet, 1957, i, 313 


essentially extensions of hospital work: the hospital is 
sending out pseudopodia, and though these may make 
useful contacts with general practitioners they do not 
necessarily increase the activity or scope of general 
practice. Likewise the development of hospital depart- 
ments for looking after special groups of people in an 
area, such as the epileptic or the spastic, may lessen 
rather than stimulate the family doctor’ s sense of 
being in ultimate charge. 

Those who care about the future of general practice 
should, we think, be paying close attention to the process 
by which the hospital is projecting itself ever further 
towards the home. We for our part welcome this 
development as often realistic and helpful; but we still 
believe that everyday medical care should be given by 
an independent family doctor, directly responsible to his 
patient, and not by a hospital medical officer however 
motile. All too clearly, general practice on a high level 
is not going to be preservéd unless those who have faith 
in it are prepared to translate that faith into works. 





Annotations 





SYRINGES: CLEAN OR STERILE? 

Or the many unsatisfactory ways of attempting to 
sterilise syringes in hospital, the commonest is boiling. 
Even in favourable circumstances this method does not 
eliminate spores; and circumstances may be so unfavour- 
able that non-sporing organisms escape. Thus a doctor 
or nurse in a hurry may use a syringe after less than 
five minutes’ boiling, or contaminated material may be 
put in the steriliser just before the syringe is removed. 
Some hospitals now have a central service, where syringes 
are autoclaved and wrapped for distribution to wards and 
departments; others (we hope all) will want to institute 
one. The Nuffield Provincial Hospitals Trust has done 
well to produce a little book ' which sets out clearly and 
concisely all the information needed for the purpose. 
It represents the work of an operational research team who 
have investigated some existing syringe services. 

The first chapter is so detailed that it amounts almost 
to a blueprint for building a department. The second 
describes the most economical way of running the depart- 
ment, and suggests means of greater economy when newer 
apparatus is to be had. The third shows that the capital 
outlay for a capacity of 500 syringes a day would at present 
be about £1600 and the running costs (including syringe 
and needle replacements) £3725 a year, or about 5d. 
a syringe. A service on a national or regional scale would 
not be more economical than one on a group or hospital 
scale. Capital depreciation is not considered, and the 
cost of “ sterilising ’ syringes by boiling is only briefly 
discussed. A central service would make for some saving 
in that ward sterilisers are apt to be left boiling too 
long, with waste of fuel, and are costly to maintain; 
the saving would be appreciable if all sterilisation (not 
merely of syringes) were done centrally. 

The safety, convenience, and possible economy of 
central syringe-sterilising services strongly commend 
the method to all hospitals, and anybody planning one 
now has useful guidance at hand. 


 # The Planni and Organisatio of Central Syringe Services. Nuffield 
he Planning, and Or —, Ruteld Lodge, Regent’s Park, London, 


N.W.1. 1957. Pp 59. 2s. 
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BARBITURATES AND GLUCOSE 


It has been recognised for some years that the injection 
of hypertonic glucose into an animal awakening from 
barbiturate narcosis will reinduce anzsthesia.' This 
response has been investigated in man by Dhunér and 
Nordquist,? who were prompted by the chance observa- 
tion that administration of cortisone to a patient recover- 
ing from an overdose of phenobarbitone returned him 
to a state of deep unconsciousness. (Their report appears 
in the first issue of Acta Anesthesiologica Scandinavica.*) 

A series of 20 further patients was observed, of whom 
18 had had an overdose of a single identifiable barbiturate 
and 2 an overdose of promethazine. Of these 20, 13 
received 50-100 mg. of cortisone intravenously or intra- 
muscularly and 7 9-12 g. of glucose intravenously in a 
30%, solution immediately they had awakened from the 
intoxication. Unconsciousness, assessed clinically in all 
cases and by electroencephalographic tracings in 6, was 
reinduced in some degree in 16 cases—in 8 to a level 
approximating to that on admission. A control series of 
non-intoxicated patients who received similar quantities 
of cortisone or glucose showed no effects of any kind. 

Dhunér and Nordquist cannot explain these findings. 
They found no change in the plasma-barbiturate level 
after injection of glucose, but an occasional fall (which 
was not correlated with the clinical effects) shortly after 
administration of cortisone. They rightly stress the 
potential clinical importance of such reinduction of 
unconsciousness not only in the treatment of barbiturate 
or promethazine poisoning, but also in anzsthetic practice. 


GERIATRICS IN THE HOME 


WITH the Ministry of Health again rightly pointing out 
that old people who are unwell should if possible be cared 
for at home instead of being admitted to overcrowded 
hospitals,‘ the report of a pilot experiment in geriatric 
reablement in the home should be of great interest not 
only to administrators but to every family doctor. 

This experiment ° was undertaken by the geriatric unit 
of the Belfast City Hospital, with the help of £5000 
provided from the Nuffield Provincial Hospitals Trust; 
and its basis was a belief that there are elderly invalids 
who are getting good home care but nevertheless risk 
delayed recovery, or even permanent bedfastnéss, through 
lack of reablement facilities which are usually to be had 
only in hospital. If these facilities were brought to the 
home, might not the burden of ill-health—on patient and 
relatives alike—be lightened and the demand on long-stay 
hospital beds lessened? The report recounts how the 
need was established and how the cases for trial were 
selected. Of 272 patients initially referred by their 
doctors, 85 were thought suitable, 37 of these being 
hemiplegics and 28 cases of arthritis. Medical assessment 
by the visiting geriatric physician was the basis of the 
advice on nursing management and general care. In 
treatment the mainstay was physiotherapy—with emphasis 
on what the patient and relatives could do for themselves. 
After courses of up to 50 treatments (though often much 
fewer) it was judged that about two-thirds made a 
1. Lamson, P. D., Greig, M. E., Robbins, B. H. Science, 1949, 110, 690. 
2. Dhunér, K. G., Nordquist, P. Acta anasth. scand. 1957, 1, 55. 


3. Published from Universitetsforlaget i Aarhus, Aaboulevarden 49, Aarhus, 
Denmark. 40 Dan. Kr. per annum. Edited by Dr. Eric Nilsson, 


Department of Anesthesiology, University Hospital, Lund, Sweden. 

4. Ministry of Health circular H.mM.(57)86. 

5. Adams, G. F., McQuitty, F. M., Fluit, M. Y. Rehabilitation of the 
Elderly Invalid at Home: an experiment in restoration of activity after 
illness amongst old people in their homes in Belfast. Nuffield Provincial 
Hospitals Trust. 3s. 


satisfactory recovery. Though the cost of the treatment 
averaged 15s. 9d. for each visit by the physiotherapist, to 
get similar results with the patient in hospital would have 
cost considerably more. 

Dr. Adams and his colleagues are certainly not pleading 
for unrestricted home physiotherapy. Less than a third 
of the patients referred were in fact thought suitable, and 
in making this decision good home circumstances were 
considered as important as a medical condition capable of 
improvement. The conclusion that “‘ home treatment 
and rehabilitation has been successful . . . within the 
limits defined ”’ is qualified by its description as “‘ a useful 
aid to comprehensive home care services for the aged ” 
rather than an end in itself. For most of the aged sick at 
home, who would be unlikely to benefit from treatment 
of this kind, the Belfast team believe that more could be 
done if the existing services provided by statutory and 
voluntary bodies were better coordinated. They suggest 
that every area should have a counselling centre to which 
the general practitioner could turn, and which could 
provide a skilled social worker (preferably a health visitor) 


“to assess the home situation, with power to focus all the 


necessary services where they are needed. This valuable 
recommendation supplements the growing feeling that 
such, indeed, is an important function of the health 
visitor of today and tomorrow. 


PORTOPULMONARY ANASTOMOSES IN 
HEPATIC CIRRHOSIS 

OVER twenty years ago Snell’? observed that in some 
patients with hepatic cirrhosis the oxygen saturation of 
the arterial blood was reduced. That this was not due to 
any impairment of gaseous diffusion from the pulmonary 
alveoli to the capillaries was shown by Abelmann and his 
colleagues * in Boston. These findings could only mean 
that a considerable volume of venous blood was diluting 
the arterial blood in the pulmonary veins; and, since there 
was no reason to suppose that this was coming from 
underventilated areas of lung, the most probable source 
was portal blood shunted into the pulmonary venous 
system. Calabresi and Abelmann ? therefore sought to 
demonstrate the anastomotic channels. 

Anastomoses between the pulmonary and azygos veins 
via the bronchial veins have long been known to exist, 
and the possibility that portal blood followed this route 
was investigated. In 20 cadavers the portal vein was 
injected in situ with a radio-opaque lead gelatin mass too 
viscous to enter vessels below 40 m in diameter. The 
mass was coloured with methyl-green so that its distribu- 
tion could be readily followed both by dissection and by 
radiography. Of the 20 bodies studied, death had been 
due in 10 cases to cirrhosis of the liver with ascites and 
in 6 to congestive cardiac failure. In the remaining 4 cases 
there was no significant cardiac or hepatic disease. In 
each of the cirrhotic cases there were dilated and tortuous 
pericesophageal veins injected via the coronary and short 
veins of the stomach. These pericesophageal veins 
anastomosed freely with veins in the posterior media- 
stinum, with pleuropericardial veins, and, via the azygos 
veins, with the superior vena cava. Moreover, in 4 of 
the 6 cadavers in which a satisfactory injection was 
achieved, the posterior mediastinal veins anastomosed 
freely with peribronchial veins at the tracheal bifurcation 
and with the bronchial veins of the main-stem bronchi. 


1, Snell, A. M. “Ann. intern. Med. 1935,9,690. 
2. Calabresi, P., Abelmann, W. H. 7. clin Invest. 1957, 36, 1257. 
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In one preparation a vessel was found running directly 
from the posterior mediastinal plexus to a tributary of a 
right pulmonary vein, while in 2 of this group the injection 
had reached the pulmonary veins and the left auricle 
and ventricle. In the cases of congestive heart-failure all 
5 cadavers adequately injected showed gross anastomoses 
between the portal system and bronchial veins via the 
pericesophageal, mediastinal, and pleuropericardial plex- 
uses, but in no case did the injection mass reach the heart 
or main pulmonary veins. A somewhat similar result 
was obtained in the cases with no cardiac or hepatic 
disease, but the injected vessels were invariably fewer and 
smaller than in the cirrhotic and cardiac groups. 

The pressures in the portal and pulmonary venous 
systems in health are approximately the same. It is 
therefore theoretically possible for blood to flow from one 
to the other whenever the pressure in either system is 
pathologically raised; and the anatomical findings of 
Calabresi and Abelmann strongly suggest that such a 
diversion of flow actually occurs. Their radiographic 
demonstration of a dilated azygos vein in 5 living cirrhotic 
subjects and 4 with congestive heart-failure—i.e., in all 
cases where satisfactory pictures were obtained—is 
further evidence of the functioning of this anastomotic 
system. 


+ 


PAIN 

THE possibility of pain appeared when life first began, 
and the capacity to react to injurious stimuli was the 
earliest protective mechanism to develop. The power to 
perceive pain came later with the appearance of a complex 
nervous system. In the nost highly developed animals a 
great variety of oxtra- and intra-corporeal stimuli can 
produce a sensation of pain, and in man, among the 
internal stimuli, disordered thought and emotion can 
give rise to sensations of pain alleged to originate in a 
somatic region. In all ages there have been theories to 
account for pain, from the primitive idea that it is always 
inflicted from without, by enemies or spirits, and can be 
extracted by mechanical or magical means, to the highly 
philosophical hypotheses of some of the Greeks. Many 
of the Greek ideas seem remarkably like those of our own 
times, though in fact a superficial similarity of principle 
covers a wholly different background of knowledge and 
speculation. On the other hand, it is possible that the 
meaning was closer to our own than we think, because 
though certain words can be translated, the contemporary 
significance of them has been lost. Not until the anatomy 
of the nervous system was at least partially known could 
rational theories on the cause and perception of pain be 
developed; but we are still unsure of the peripheral and 
central mechanisms of pain. 

As Dr. K. D. Keele points out, in a fascinating account ' 
of the knowledge, or anatomies, of pain from primitive 
times to the present day, we are apt to think that only the 
present or immediate past has made any notable contribu- 
tion to the problem. It is salutary to realise that Galen 
believed the sensory and motor nerves to be separate, 
and that the brain received all sensations. He even per- 
formed the experiment of hemisection of the spinal cord 
and noticed the paralysis on the same side as the section, 
but failed to notice the contralateral sensory loss. In 
this field, as in so many, the ideas of Leonardo da Vinci 
were well in advance of those of his contemporaries. 

Despite the great amount of work that has been done 





1. Anatomies of Pain. E By K. D. KE&ELE, M.D., F.R.C.P., consultant physician, 
Ashford Hospital and Staines Hospital. Oxford: Blackwell Scientific 
Publications. 1957. Pp. 206. 27s. 6d. 


in the past 150 years, we are still unable to explain the 
diversity of pain sensations or to describe many of them, 
just as we still do not know where and how pain is per- 
ceived. As Keele says, there is now a strong tendency 
to return to the idea of a sensorium commune and say 
with Harvey that “‘ we do not feel with the same sense 
by means of which we are conscious we feel . . . but by 
another sense or sensitive organ . . . by which we examine 
those — that reach us through each of the external 
sensoria ’ 


ANTIBIOTIC PROPHYLAXIS 

IN discussing the abuse of antibiotics we have deplored 
the routine employment of these drugs as prophylactics.! 
More often than not, the belief that antibiotics will 
prevent bacterial infections is unjustified, and their 
misuse in this fashion is potentially hazardous. Enum- 
erating what he held to be the legitimate uses of pro- 
phylactic antibiotic therapy Garrod ? pointed out that 
the suitable occasions are specialised and relatively 
uncommon. To use antibiotics for clean operations with 
the object of escaping wound sepsis or respiratory com- 
plications is a vain hope; as a gesture it represents lack 
of confidence by the surgeon in his own or his staff’s 
aseptic technique. Moreover, even when there is a 
proper indication for antibiotic prophylaxis, it is often 
impossible to prevent bacterial infection in this way. 
There is good hope of success in preventing specific 
infections due to bacteria that are always sensitive to a 
particular drug—for example, in the successful prevention 
of group-A hzmolytic streptococcal infection and its 
complication, rheumatic fever, with penicillin; and of 
meningococcal infection with sulphonamides. Results 
are not so good, however, if cover is required against a 
variety of organisms that may be resistant to the agents 
used. Pulaski * in a recent brief review refers to reports 
of unsuccessful prophylaxis in these circumstances. 
Antibiotics failed to prevent bacterial complications in 
measles and in cases of poliomyelitis with tracheotomy. 
Among patients undergoing operations on the biliary 
tract, subtotal gastrectomy, or resection of the colon with 
anastomosis, postoperative complications were as common 
in those who received antibiotics as in those who did not, 
and the incidence of wound infections after appen- 
dicectomy for acute suppurative and acute gangrenous 
appendicitis was not reduced by parenteral tetracycline 
therapy. 

Antibiotics are often prescribed as a prophylactic for 
unconscious patients, and Petersdorf et al.* have evaluated 
this procedure in a careful study of 72 comatose patients. 
Unconsciousness was generally the result of a cerebro- 
vascular accident. Some of these patients received anti- 
biotics either singly or in combination, others did not. 
No benefit was derived from the chemotherapy; on the 
contrary, patients given antibiotics were more susceptible 
to pneumonia, cutaneous staphylococcal infections, and 
bacteremia due to gram-negative bacilli. Chemopro- 
phylaxis did not reduce nasal or nasopharyngeal carriage 
of Staphylococcus aureus, and the strains isolated from the 
treated group were more resistant to antibiotics than 
those cultured from the controls. Replacement of the 
nasopharyngeal flora by gram-negative bacilli was com- 
moner in those receiving antibiotics. Routine adminis- 


1. Lancet, 1 1955, i; 1059. 
2. L. P. Brit. med. J., 1955, ii, 756. 

3. Sacha E: J. Practitioner, October, 1957, p. 465. 

4. Petersdorf, R. G., Curtin, J. A.. Hoeprich, P. D., Peeler, R. N.; 
Bennett, I. L. New Engl. ¥. Med. 1957, 257, 1001. 
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tration of antibiotics did not prevent infection of the 
bladder in patients with indwelling urethral catheters but 
often resulted in the infecting organism being a highly 
resistant proteus or pseudomonas. Petersdorf et al. 
concluded that, far from being beneficial, antibiotic 
prophylaxis in these patients was distinctly risky. 

The danger of widespread chemoprophylaxis is not 
only to the patient himself but also to the hospital com- 
munity at large, for every patient given antibiotics may 
become a source of highly resistant organisms. In 
situations where infection is a risk the best policy is one 
of watchful waiting and vigorous treatment of specific 
intercurrent infections if they develop. But, since pre- 
vention still is better than cure, there is also a need for 
some fresh reviews to be made of the “ aseptic regime ” 
as practised in our hospitals, especially in the wards and 
casualty departments. 


TOTAL ADRENALECTOMY 
IN MALIGNANT HYPERTENSION 


As long as hypertensive disease remains in the benign 
phase the physician can afford to take his time in deciding 
on the best course of treatment, whatever his misgivings 
about the term “ benign ’’. But once the malignant phase 
is entered, he faces a desperate medical emergency in 
which every day counts, because the high blood-pressure 
has now begun to cause renal damage of a kind which 
will generate secondary hypertension and soon render the 
disease irreversible. If left untreated this process is 
virtually certain to kill the patient within months. On the 
other hand if the pressure can be reduced early enough 
and kept under control—not necessarily at a normal 
level—the malignant process can often be held indefinitely 
in check. 

One possible way of doing this is to remove both supra- 
renal glands. But since the adrenal cortex is essential 
to life, and has complex and poorly understood functions 
which can be only partly restored by substitution therapy, 
its total removal cannot be contemplated without mis- 
giving. 

It is true that the blood-pressure is low in adrenal 
insufficiency and high in certain rare forms of cortical 
overactivity in man, and also that the level of experi- 
mental renal hypertension can be lowered by adrenal- 
ectomy and restored by treatment with cortical extracts. 
These facts and many others leave no room for doubt 
that the suprarenal cortex plays an important part in the 
normal control of blood-pressure. But so do many other 
factors, and it would be unwise to conclude from the 
available evidence that the suprarenal cortex is vitally 
concerned in the pathogenesis of essential hypertension. 
In these circumstances adrenalectomy must be regarded 
simply as one of a number of ways of lowering blood- 
pressure, neither more nor less empirical than administra- 
tion of hexamethonium or reserpine. None of these 
corrects the essential abnormality of hypertension, and 
treatment at present is largely a matter of steering an 
uncertain course between the opposing evils of excessively 
high pressure on the one hand and excessively low 
pressure on the other. 

How has adrenalectomy worked in practice ? Professor 
Melville Arnott and his associates ' have lately reviewed 
the published reports on this question. Much of the 
evidence is difficult to assess because commonly adrenal- 
ectomy has been subtotal or has been combined with other 


1. Arnott, W. M., Crooke, A. C., Donovan, H., Taylor, S. H. Quart. 
J. Med. 1957, 26, 50. 


measures, Owing to a proper concern with helping the 
individual patient rather than answering a general question. 
But with generous allowance for the inadequacy of the 
data and the serious condition of the patient, the results of 
adrenalectomy do not make cheerful reading. The 
immediate mortality is disturbingly high, and of the sur- 
vivors the proportion whose symptoms persist and who 
die later on is not encouraging. Arnott et al. felt that a 
more precise assessment was needed because of the 
evidence relating the suprarenal to hypertensive disease, 
which they regard as strong; and they decided to make 
detailed studies in a limited series of six patients with 
malignant essential hypertension who had failed to 
respond satisfactorily or were intolerant to intensive treat- 
ment with oral or parenteral antihypertensive drugs. Their 
criteria in assessing response or intolerance are not stated, 
but severe renal failure was regarded as contraindicating 
adrenalectomy. 

After 20-30 days’ rest in bed without other treatment, 
bilateral adrenalectomy was performed under general 
anesthesia. Cortisone treatment was started the day 
before operation, the dose being reduced as soon as 
possible afterwards, and detailed clinical and laboratory 
observations were continued for many days. Of the six 
patients three died within 8 weeks of the operation: one 
within 36 hours from a precipitous fall in* blood-pressure 
with extensive cerebral damage; a second on the 6th day 
from ventricular failure following a steep rise of pressure, 
possibly due to too much cortisone; and the third from a 
cerebral thrombosis 53 days after the operation. The 
remaining three patients are all alive, two after 2 years 
and one after 18 months, and in a satisfactory state 
although signs of mild adrenal deficiency have developed, 
and a slight increase in the dosage of cortisone quickly 
recalls a severe hypertensive state. 

Thus adrenalectomy may, like antihypertensive drugs, 
reverse the malignant phase in essential hypertension; 
but, as Arnott et al. point out, it should not be undertaken 
unless medical measures have failed, and it should never 
be attempted in the presence of frank renal failure. At the 
same time the experience of Arnott et al. confirms earlier 
reports that total adrenalectomy in malignant hyper- 
tension is an extremely perilous undertaking which has no 
specific effect on the underlying hypertensive state, and 
many physicians may prefer to persevere with vigorous 
medical treatment. 


MINOR METAMORPHOSIS 

AT this New Year we have changed the type in which 
the text of The Lancet is printed. Our object is to make 
it, on the whole, easier to read, without much loss of 
matter. Having waited long but vainly for someone to 
design a new type which would be both suitable and very 
modern, we have reverted instead to one of the old 
masters of typography. Christophe Plantin (1514-89) 
would scarcely recognise the type named after him: 
indeed the original fount is now said to have been cut by 
Garamond or Granjon. But the Monotype version of 
Plantin which we are now using is both traditional and 
well proven, having given good service since it was issued 
in 1913. 

To those who liked our pages as they were, we are 
grateful; but we hope that they may in time get used to 
the new ones. Meanwhile they will recognise that 
occasional metamorphosis is a biological necessity for a 
journal as for other larval organisms. The ultimate imago 
is beyond our present imagining. 
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A DISTRICT MENTAL HEALTH SERVICE 
The Worthing Experiment 


JOsHUA CARSE 
M.D. Durh., D.P.M. 
NypiA E. PANTON 
M.A. Cantab., M.B. Manc., D.P.M. 
ALEXANDER WATT 
M.B. Aberd., D.P.M. 
From Graylingwell Hospital, Chichester 


For over a century, psychiatric practice in Great 
Britain has put its emphasis on inpatient treatment; and 
the public have come to believe that little can be done 
outside the mental hospital. Up till 1930 there were 
few outpatient clinics, little encouragement was given to 
seek early treatment, and positive action was taken only 
after the illness was fully established and admission 
under certificate to a mental hospital was unavoidable. 
Even today, for the great majority of mentally ill patients, 
treatment still means admission to hospital. The psychi- 
atric units attached to teaching hospitals are primarily 
intended for teaching and research; and, though out- 
patient clinics at general hospitals provide some therapy, 
large numbers and shortage of time oblige them to refer 
to mental hospitals most of their patients who need 
treatment. Any mental hospital which cares to examine 
its records will find that from half to three-quarters of its 
admissions come from the clinics. 

Faced with a cuntinuing increase in the number of 
admissions, together with serious overcrowding, our 
mental hospitals will soon be unable to meet the demands 
made on them. Admissions to designated mental hos- 
pitals in England and Wales rose from 55,856 in 1950 to 
71,699 in 1954, and to 78,586 in 1955. By 1955 these 
hospitals were overcrowded to the extent of 17,965 
patients. Clearly immediate action is essential if the 
required treatment is to be given. One solution is build 
more hospitals; but this, however, is impracticable 
because of the cost and the difficulty of staffing. A pos- 
sible alternative is to spread the load by greatly expand- 
ing outpatient treatment facilities. 

In 1956 the South West Metropolitan Regional Hos- 
pital Board, with the financial help of the Nuffield 
Provincial Hospitals Trust, decided that Graylingwell 
Hospital should undertake a two-year pilot experiment by 
providing an outpatient and domiciliary treatment service 
based on the coast town of Worthing. The service began 
on Jan. 1, 1957. 


The First Ten Months 

The area covered extends about 9 miles eastwards, 
9 miles westwards, and 8 miles inland, and covers a 
popylation of 160,000 people. All patients, except a few 
sent from the magistrates’ courts, are referred to the 
service by their family doctors: we insist on this because 
we are convinced that a close and friendly liaison with 
the patient’s own doctor is essential. No patient is 
admitted to Graylingwell from the Worthing area with- 
out being screened by the service, and thus ensures that 
hospital treatment is reserved for those cases in need of it. 

Worthing and district were chosen for this pilot scheme 
because they are sufficiently remote (22 miles) from the 
parent hospital, Graylingwell, to show if it is possible to 


provide psychiatric treatment for large numbers of patients 
without the immediate availability of the resources of a 
modern mental hospital. Another reason was the variety 
of the population. There are people living in busy towns 
and others in hamlets and villages, some remote and isolated. 
There are retired, professional, business, industrial, and 
agricultural classes. Worthing itself has one of the highest 
proportions of elderly people of any town in England or 
Wales, and how far it is possible to treat as outpatients the 
aged who become psychiatrically ill is a matter of urgent 
concern to us. : 

The headquarters of the service are housed in a 20-bed 
unit, already belonging to Graylingwell, which is now also 
used as an active treatment centre and day hospital. There 
are no resident patients. 

Working in the service are two full-time and one part-time 
psychiatrists (five half-days per week). There is always one 
trained psychiatric sister living at the treatment centre, and 
during weekdays there are also two staff nurses and two ward 
orderlies. Staff for the treatment of male patients is supplied 
from Graylingwell by the chief male nurse who, with the 
matron and their senior staff, visit the centre periodically. 
The social work is done by one psychiatric social worker and 
one hospital almoner. Occupational therapy is organised and 
supervised by one senior occupational therapist. The secre- 
tarial work is done by one medical secretary with part- 
time clerical help (four half-days per week) supplied by the 
hospital. 

The Patients 

In the first ten months the, service dealt with 1192 patients 
(376 men and 816 women) of whom 1110 were new cases. 
The other 82 were patients who had had psychiatric treatment 
before Jan. 1 1957 and are now receiving follow-up super- 
vision and treatment through the Worthing service. 318 of 
the patients were sixty-five years of age or over. 

The psychiatric outpatient clinic of Worthing Hospital is 
included in the service and 421 patients were seen there. This 
close link with a general hospital has already proved of great 
advantage. 339 patients were seen by appointment at the 
treatment centre. This part of the service is much appreciated 
by the family doctors because the patients are examined and 
a report sent promptly and there is no need to wait for a 
vacancy at the clinic. ° 


Treatment 

Over 1000 domiciliary visits were paid by the psychiatrists to 
432 patients. Often more than one visit is necessary, and with 
the assistance of the social worker we are often able to help the 
patient and his relatives to sort out difficulties which are largely 
responsible for the breakdown. This work is exacting and time- 
consuming, but we believe it is sometimes better psychiatric 
treatment than to allow the patient to run away from his 
problems by sending him into hospital. No fee was received for 
any of these visits. 

Patients cannot be effectively treated as outpatients unless 
extreme care is used in physical treatments. Each of our 
patients first has a thorough physical examination and a com- 
prehensive laboratory investigation before treatment is begun. 
These were carried out at the department of pathology at 
Graylingwell Hospital. 

Among the outpatients attending the treatment centre 
electroconvulsant therapy has been used extensively. The 
courses are short, averaging only 4-9 treatments. Although 
this is less than is usually given to inpatients, it has proved 
adequate and so far few patients have relapsed. As it is 
not necessary to enter hospital, patients are willing to be 
treated earlier in their illness and need only this shorter 
course. 

Modified insulin has also been used to good effect in the 
treatment of tension states. The patients spend the day in the 
treatment centre, and to avoid complications only a low dosage 
is used, but the course is lengthened if necessary. 

Individual psychotherapy is the main treatment for many 
patients, and is, of course, given to all patients attending the 
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centre. A weekly session of group psychotherapy is also held. 
Details of the treatments given up to Oct. 31 are: 


Electrical | Modified Psychotherapy ye... © 


ea treatment insulin 
M. F. M. F. M. F. M. F. 
Patients 7 , 68 249 3 163 68 125 3 13 
No. of Treatments 365 1201 54 1957 309 827 3 26 


Effect on Hospital Admissions 
The number of admissions to Graylingwell Hospital 
and Summersdale Hospital (its non-statutory short-stay 
unit for recoverable patients) from the area served by 
the Worthing and District Mental Health Service during 
the first ten months of 1957 fell by 324 (59%), compared 
with the same period in 1956 (table 1). Admissions from 


TABLE I-—-ADMISSIONS TO GRAYLINGWELL HOSPITAL AND 
SUMMERSDALE HOSPITAL 


_ 1956 1957 Difference 
Admissions from catchment area 548 224 324 (— 59%) 
served by Worthing service 
Admissions from catchment area 
not served by Worthing service 603 626 +23 (+4%) 
Total admissions 


“1151 | 850 | —301 (—26%) 


the rest of the catchment area of the hospital increased 
by 23, though 1956 was the year with the highest admis- 
sion-rate in the history of the hospital, which suggests that 
the demand for psychiatric treatment is still increasing. 
At Summersdale Hospital the impact of the scheme 
has been even greater (table 11); the number of admis- 
sions fell by 221 (77%). This has not surprised us, for 
we have become convinced that if outpatient treatment is 
available these patients need only exceptionally enter 


TABLE II--ANALYSIS OF ADMISSIONS FROM WORTHING AREA 











ooh Graylingwell Summersdale 
Hospital Hospital Total 
M FPF. T. a SR. 3 M FP. TF. 
1956 Wa 108 152 260 69 219 288 177 371 548 
1957 - 69 88 157 22 45 67 91 133 224 
Reduction. . 39 «464 103 47 174 221 86 238 324 





36% 42% 40% | 68% 79% 77% | 49% 64% 59% 





hospital. On the other hand, the reduction of 40% in the 
admission-rate to Graylingwell Hospital was unexpected, 
for this hospital receives the more advanced and acute 
mentally ill patients, and we were doubtful whether the 
service could help them much. The reduction, how- 
ever, has been steadily maintained over the ten months 
and it seems that an outpatient service can treat even 
these patients where the background is favourable. 

Elderly patients are especially reluctant to enter hospital 
- and outpatient treatment has proved effective in this important 
group of patients. The number of admissions among elderly 
patients fell by 55 (51-4%) in 1957 (table m1). 

The commonest psychiatric illness among these patients is 
depression. The attack can be severe and often it is the first 
psychiatric breakdown in a patient with a good stable person- 
ality. If the condition is diagnosed promptly, suitably modi- 


TABLE III-—-ADMISSIONS AMONG ELDERLY PATIENTS 











Age 1956 1957 | Difference 
70-14 v = 4 — 37} —55=58-4% reduction 
BO, | 20 | fi} -24=38-7% reduction 
=46:°9% reduction 


Total ed 169 90 —79 


fied electrical treatment as an outpatient will bring about 
a remission. But delay in treatment allows time for physical 
deterioration. 

Among patients aged seventy-five and over the admissions 
fell by 24 (39%), but we adopt a cautious attitude toward this 
age-group. Though the reduction in the admission of elderly 
patients has been steadily maintained over the past ten months, 
the admission of senile patients fluctuates widely and the 
present reduction may be only temporary. 


Discussion 

Our experience at Worthing has convinced us that for 
a large proportion of psychiatric patients, admission to 
hospital is unnecessary and outpatient treatment can 
be entirely effective. Indeed, there is much to suggest 
that our mental hospitals have been carrying an unfair 
burden by being compelled to treat all types of patients 
without discrimination. It should not be thought, how- 
ever, that our experience has led us to the conclusion that 
the mental hospital is an anachronism and redundant: 
indeed our respect for it has increased. Now, however, 
we see it in its true perspective as a hospital for selected 
patients, mostly with a good prognosis, but needing 
special treatment and conditions which cannot be pro- 
vided by an outpatient service. 

Each of us has had some difficulty in reorienting ourselves 
to this new form of psychiatric practice. We had accepted 
the idea that it was good for a patient with a mental ill- 
ness to be removed to the artificial environment of a 
mental hospital and placed under control before he 
received treatment. In an outpatient treatment service it 
is never possible to divorce the patient from his family 
and background, and indeed from his own doctor. We 
ourselves, therefore, have had to make some readjustments. 

Only a proportion of patients are suitable, and we have 
come to regard the following basic requirement as essen- 
tial to successful outpatient treatment: 


Good Public Relations 

The success of a district mental-health service depends on 
its public having learnt to accept mental illness as it would 
any other illness and to seek advice and treatment promptly. 
In this respect, West Sussex is probably better off than many 
other parts of the country. For some years frequent talks, 
followed by visits to the hospital, have been given to many 
groups of people, and psychiatry and the mental hospital is 
no longer a mystery. Fear of Graylingwell has largely dis- 
appeared, as is shown by the fact that of the 1347 patients 
admitted last year, 85% were either non-statutory or volun- 
tary patients. The Worthing service has itself done much 
already to encourage patients to seek treatment promptly. 


Cooperative Patients 

At the treatment centre and at the clinic we must have full 
cooperation from the patients. Usually this is willingly given; 
the patient does not want to enter hospital, but he does want 
treatment. Where insight is defective, however, admission to 
hospital may be necessary if treatment does not quickly bring 
about noticeable improvement. 


Favourable Home Background ; 

Our patients are not in hospital under trained observation, 
but they are at home with their families. Unless the relatives 
are prepared to work with us and to accept some responsibility 
for the patient, the case is unsuitable for outpatient treatment. 
Usually the relatives are most helpful, but we have to make 
sure, too, that they themselves are not exposed to unreasonable 
strain. If the pressure becomes too great, the patient must be 
admitted to hospital. 


Reasonable Risk 
The commonest tisk, of course, is that of suicide by a 
depressed patient. If such a patient is living alone it would 
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be an unreasonable risk to treat him as an outpatient. On the 
other hand, if there is a favourable background and his his- 
tory is reassuring, he may well be so treated. Each case must 
be treated on its own merits, but where there is any real doubt 
inpatient treatment is necessary. 

Risk from a patient acting dangerously towards others is 
less common, and where such a tendency does exist we advise 
admission to hospital. 

Another risk we have to assess is that arising from the 
physical condition. A patient may be referred to us suffering 
from a psychiatric illness which will benefit from treatment, 
but his physical condition may be such that it would be too 
risky to treat him as an outpatient. 


Effective Range of Treatments 

We retain in the Worthing service only those patients who 
can benefit from the treatments which we are able to offer. In 
our opinion the clinical results from outpatient treatment are 
equal to those of hospital treatment. We are unable, however, 
to provide deep insulin-shock therapy or prefrontal leucotomy 
and when patients need these forms of treatment we arrange 
for their immediate admission to hospital. : 

The medical practitioners have had also to make some 
readjustments because the procedure for the treatment 
of psychiatric patients has been changed. Formerly the 
doctor referred his patient either to the Worthing Hos- 
pital outpatient clinic, or, through the duly authorised 
officer, arranged for his immediate admission to hos- 
pital. Either way, apart from a psychiatric report, he 
often lost all personal contact with his patient until he 
received a second report informing him that the patient 
was being discharged. Today, for more than half the 
psychiatric patients in our area, treatment is given on an 
outpatient basis and the patient remains in the care of his 
own doctor. In general the new method has been wel- 
comed. The family doctor is now working with the 
psychiatrist; and, while there must sometimes be differ- 
ence of opinion, so far we have met no serious difficulties. 
If a serious difference cf opinion should arise, we would 
leave the final decision to the patient’s doctor. We have 
enjoyed meeting the doctors at the treatment centre or 
on domiciliary visits, when we are able to have friendly 
discussions about the diagnosis and treatment of their 
cases. Though formal reports are still necessary, this 
constant personal contact with the patient, his family and 
background, and his own doctor has offered us condi- 
tions which make possible the practice of individual 
psychiatry—the ideal of every psychiatrist. 

The effect of the district service on Graylingwell Hos- 
pital is already noticeable. The fall in admissions has 
considerably eased overcrowding. This, we believe, 
could be entirely removed by the provision of outpatient 
treatment services in the rest of the hospital’s catchment 
area, which is now under consideration. 


Conclusion 

The Worthing and District Mental Health Service is 
a two-year pilot experiment. It is essentially a research 
project, for this service is the first of its kind to be 
undertaken by a county mental hospital. It has been in 
operation only ten months. In our opinion, however, we 
already possess sufficient evidence to prove that such an 
outpatient service can do much to ease the strain on the 
mental hospital, and this was the object for which it was 
designed. 

The Worthing service has revealed many aspects of 
clinical psychiatry which could be the subject of fas- 
cinating research for many years to come. Even at this 
early stage, however, it may also be indicating a blueprint 


for future psychiatric practice: each catchment area will 
have at its centre an efficient mental hospital, with satellite 
outpatient treatment services which ensure that only those 
patients are sent into hospital who really need to be there. 





HIGHER EDUCATION IN AUSTRALIA 
FROM AN AUSTRALIAN CORRESPONDENT 

SINCE the war, Australia has become one of the most 
rapidly expanding countries in the world. The population 
has grown at a rate of 2'/,%, per annum over the past ten 
years, and there has been an equally startling growth of 
secondary industry, supported by a steady advance in 
primary production. At the same time Australia has come 
to play a much greater part in the political and economic 
affairs of South East Asia and the world at large. It follows 
that in the future she will require an increasing supply of 
university graduates to meet her professional, cultural, 
and technological needs. 

In 1956 Mr. Menzies invited a committee, headed by 
Sir Keith Murray, chairman of the University Grants 
Committee in Britain, to investigate the position of the 
Australian universities and to suggest how these could 
best play their part in the development of the country. 
This committee’s report shows a disquieting situation. 
Far from being ready to meet the immense future demands 
upon them, the universities of Australia are evidently 
tending to stumble under the burden of their present 
reponsibilities. 

DIFFICULTIES OF AUSTRALIAN UNIVERSITIES 

Their peculiar difficulties are often insufficiently appre- 
ciated outside Australia, and indeed have scarcely been 
realised by a majority of Australians. There are nine 
universities and two university colleges. Apart from the 
postgraduate National University at Canberra, which is a 
Commonwealth affair, the major universities are primarily 
the responsibilities of the States in which they operate, 
and so far New South Wales is the only State which has 
more than one. It is thus inevitable that regional problems 
should arise. The economies of the States vary widely, 
and the facilities and finances of the State universities are 
far from comparable. Nevertheless, many difficulties are 
common to all Australian universities, and the committee 
has considered some.of these at length. 

The basic problem is the weight of student numbers, 
particularly in the first year. 

The Australian universities have set their faces against any 
form of pre-selection of students, and in consequence everyone 
who can pass the matriculation examination is automatically 
admitted to the first year in the faculty of his choice. The 
pressure is perhaps greatest in the departments of physics, 
chemistry, and mathematics, which provide the basis of so 
many professional curricula, but many arts departments are 
almost as badly affected. 

* Where classes are 800 strong and practical work is replicated 
in six or seven sessions, the individual is necessarily sub- 
merged, and it is almost impossible to organise the personal 
attention which is one of the most important things a university 
can offer. There is an appallingly high failure-rate in the first 
year, and the student comes to regard the examination as the 
chief motivation for his efforts. The attitude so acquired is 
unfortunately difficult to eradicate in the later stages of his 
education, when the desperate struggle for survival has abated 
somewhat. 

At some universities very many part-time and external 
students are enrolled. Because of the awkward requirements 




















42 . SPECIAL ARTICLES 


THE LANCET 








of laboratory and practical work, such students are found in 
greatest numbers in the faculties of arts, where they create 
special difficulties. For example, a great deal of teaching has 
to be done in the evenings, and lectures and seminars have to 
be duplicated. 

Yet the principle of umrestricted entry is deeply 
ingrained by tradition. The previous educational experi- 
ences of matriculants are so varied that it is thought 
essential to give them all a chance under identical con- 
ditions before presuming to choose which of them are 
fitted to continue their education further. Indeed, the 
committee, after considering the situation carefully, did 
not suggest any modification of this admissions policy. 


TEACHERS AND BUILDINGS 

If student numbers are not restricted, efficient and 
meaningful education can be provided only where accom- 
modation, equipment, and staffing are adequate, and in 
these respects the situation appears not only alarming but 
critical. 

In most universities ‘‘ temporary ”’ buildings have been put 
up in an attempt at expansion; like all temporary buildings 
they have become permanent in an unpleasant sort of way, and 
a secondary growth of further ‘‘ temporary ’’ accommodation 
has sprung up around them. 

This situation arises partly because the universities live under 
an administrative system which does not allow them financial 
security for more than a year ahead. Anything beyond ad-hoc 
planning is thus a desperate venture. Little has been done for 
many science departments since the day they were first 
equipped, and laboratories are often woefully ill-matched to 
the tasks now laid upon them. 

Even more important is the difficulty of attracting and keep- 
ing staff of the requisite high quality, particularly in the 
sciences. The salaries paid are grossly out of line with the 
corresponding salaries in industry or in such bodies as the 
Commonwealth Scientific and Industrial Research Organisa- 
tion, and superannuation conditions in many universities are 
unsatisfactory. Australian universities are also rendered un- 
attractive by their isolation, both from each other and from 
the rest of the world. As the committee point out, Perth is as 
far from Sydney as London is from Istanbul. To make such 
conditions acceptable to the right sort of candidate it is there- 
fore necessary to have not only compefitive salaries and terms 
of employment but also well-organised and well-financed 
schemes of study-leave and travel. 

The lack of adequate staff is one cause of the scarcity of 
honours and postgraduate students, which is a serious omen 
for the future. Concentration on the pass degree as the chief 
end of education means that most Australian students of above 
average ability go elsewhere to complete their honours courses, 
and are often lost to the country. 

These disabilities have a 
immediate cause—lack of money. Enough money, wisely 
applied, could transform the situation as regards accom- 
‘ modation and staff. The reason for the lack of money is 
also not hard to discover. Quite simply, the average 
Australian is not preoccupied with education. He has as 
yet little conception of the vital part the universities must 
play in the economy of his country, and the universities 
themselves have done little to make the situation clear to 
the public. 

With time this lack of interest in the universities will 
right itself, but time is short. If the universities cannot 
cope with their present problems, how can they deal with 
the appalling overload they face in ten years’ time? In 
1967 the university student population is expected to be 
more than double that of 1957, and the prospect calls for 
immediate action. 
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RECOMMENDATIONS 

The committee have made a number of recommenda- 

tions designed to remedy the present disabilities and to 
render the universities fit for their future task. 


The most important recommendation is the creation of a 
University Grants Committee on the lines of the British one. 
This would consist» of a full-time chairman and seven part- 
time members and would function as an informa! body without 
legislated status. Two members would be drawn from the 
professions or industry, and the remaining five would be 
academic members covering the five main groupings of arts, 
social sciences, pure sciences, applied sciences, and medicine 
and dentistry. Grants for recurrent expenditure would be 
made triennially, and would not be earmarked for particular 
purposes. On the other hand, non-recurrent grants would be 
given annually, and for specific purposes only. 

The committee have recommended an extensive programme 
of financial first-aid for the next three years, while the Uni- 
versity Grants Committee is finding its feet. They suggest that 
a total sum of nearly £A12'/, million should be devoted to build- 
ing programmes in the various universities, and that the 
Commonwealth Government should contribute towards these 
on an equal financial basis with the States, except that in 
Western Australia and Tasmania the Commonwealth contri- 
bution should be 25s. for every £1 spent by the State. About 
another £Al million should be spent on equipping these 
buildings, and the Commonwealth Government should contri- 
bute 16%, of this sum. An immediate increase in academic 
salaries is recommended, the rise being at least £A500 for 
professors and corresponding amounts for other posts. There 
should be an examination of the conditions of service to see 
how these might be made more attractive. 

The committee recommend the creation of a new university 
in Melbourne to serve the needs of Victoria. This university 
would contain a medical faculty, which would ease the pressure 
on the present university and ensure an increased supply of 
doctors to a State whose medical requirements are said to be 
far from satisfied. The committee also suggest the creation of 
another medical school in New South Wales, possibly in 
relation to the New South Wales University of Technology. 
The medical school at Sydney has been dealing with vast 
numbers for many years, and this plan would undoubtedly 
help matters, though, as the committee suggest, it might be 
necessary to change the name of the University of Technology 
to avoid the implication that its medical graduates are techno- 
logists. Tasmania submitted a claim that the committee should 
consider the founding of a third medical school there, but in 
the opinion of the committee Tasmania cannot afford a medical 
school until the present disabilities of the university have been 
put right. It did, however, recommend the development there 
of a faculty of agriculture. Tasmania is now the only State 
without a medical school, for the medical school of the Uni- 
versity of Western Australia began operations this year. It is 
to be hoped that the unsatisfied aspirations of potential 
Tasmanian doctors will be met by the creation of the second 
medical school in Melbourne. 

The Commonwealth Government has already accepted 
these proposals. But the detailed planning and develop- 
ment of individual universities is, as Mr. Menzies has 
said, a matter for the States, and these have not yet pro- 
nounced on the report. It is expected that they will 
implement at least the building part of the committee’s 
proposals, but clearly this will be of little use unless they 
also accept the salary increases and the other suggestions 
about the employment of university staff. 

This historic report should mark the beginning of a 
new deal for the Australian universities and of recognition 
by the average Australian that he has in higher education 
not only an invaluable tool and a vital safeguard to his 
country’s future, but also a priceless and irreplaceable 
cultyral asset. 
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DISAPPOINTMENTS IN DERMATOLOGY* 


R. E. Bowers 
M.D., B.Sc. Lond., M.R.C.P. 
DERMATOLOGIST, NORTH GLOUCESTERSHIRE AREA 


SoME claim that they can recognise a consultant’s 
specialty at sight; and I am told that the gynzcologist, 
neurologist, pathologist, and ophthalmologist present 
little difficulty to the initiated. To identify a solitary 
dermatologist might be less easy; but on his way to a 
consultation he can always be recognised by the expression 
of anxiety on the face of the practitioner who has called 
him out. My object here is to examine some of the 
reasons for this unhappy state of affairs, and to illustrate 
them from a few everyday problems. 

- * « 


The first skin clinic I attended as a student—it was 
also the last—was puzzling. I recollect a kindly physician 
who fingered the most alarming lesions, and then ran his 
hands over his face and through his hair. These lesions 
bore incomprehensible names, and so did the remedies 
applied to them; my pathology and pharmacology text- 
books had not mentioned them. One particularly nasty 
sight was recommended to me thus: “ Take a good look 
at this, you’ll never see another.” This seemed strange; 
I was even more puzzled when the next patient proved 
to have the same disease. 

The outbreak of war brought these undergraduate 
studies to a premature close ; but I still remember the 
frustration of those few hours, and many of us must have 
had a similar experience which has determined our subse- 
quent attitude to the whole subject. It has made us view 
dermatology as a study apart from the rest of medi- 
cine having neither pathology nor therapy, beginning 
nor end. 

An eminent pathologist has defined a hematologist as 
a man who makes a living by applying a series of different 
names to a succession of identical blue globules. An 
existence spent in the dubious differentiation of a succession 
of identical pink papules is all that is accorded in many 
circles to the dermatologist. Yet in most skin diseases, a 
careful history, a careful examination, and a considered 
diagnosis are as vital as in the rest of medicine. 

Samuel Butler said that life is the art of drawing 
sufficient conclusions from insufficient premises: but there 
is no point in neglecting our premises altogether. The 
careful history and examination are never wasted; even if 
they do not give the answer, and you have to refer the 
patient to a dermatologist who makes a diagnosis 
of Pityriasis Lichenoides et varioliformis Acuta, your 
attention will have assured the patient that you are 
interested in him, and will give him confidence while you 
see him through the course of this disease, which may last 
for months, is not influenced by treatment, and is of 
unknown etiology. 

- * 

Let us imagine that we are confronted by a patient 
with a rash. At sight we can make a diagnosis of eczema, 
which statistically is bound to be correct nine times out 
of ten; or of dermatitis, which is the same thing for all 
practical purposes except in a court of law. But before 


* Based on a paper read to the North Gloucestershire branch of the 
British Medical Association, in April, 1956. 











we can attempt to treat the patient we must make an 
etiological diagnosis too. 

Here lies one of the difficulties: on the hands it might look 
the same, whether caused by ‘ Dettol,’ diesel oil, ‘ Distaquaine ’, 
or divorce; on the face almost identical appearances may be 
given by sensitivity to cosmetics, chrome salts, or just conscience. 
Moreover, there may be multiple factors ; a nurse may not show 
her sensitivity to streptomycin until she has some emotional 
upset, and her cure will involve mental readjustment as well 
as avoidance of the offending drug. Buta clinjcal and environ- 
mental history will usually sort out these possibilities; for 
instance, sudden relapses and good remissions, particularly 
on exposed parts, point to contact dermatitis, perhaps from 
cosmetics or other chemicals; a chronic course, especially with 
a family history of eczema, asthma, or hayfever, makes one 
suspect a constitutional eczema. 

Remember that it is not necessarily an expression of defeat 
to diagnose constitutional eczema: the diagnosis is often made 
for sound reasons, in the same way as one detects a constitu- 
tional asthma. And just as one tells an asthmatic to avoid 
murky and dusty atmospheres, so one may ask people with 
inborn eczema to avoid wet or dirty employment, without 
meaning that their eczema was initiated by such work. 

Now comes the next cause of disappointment: we have 
obtained a fair idea of the diagnosis from the history and 
appearance of the presenting lesion; we become bold, 
and neglect to make a thorough examination of the 
patient. This is a very risky short cut. For example it 
can be very humiliating to have your case of “‘ ? varicose 
eczema with oedema” returned to you for treatment of 
his heart-failure. 

Sometimes the patient makes mistakes—often deliberate— 
about the distribution of his lesions; or he may fail to mention 
that patch of psoriasis on his abdomen which would give us 
the clue to his extremely scurfy scalp; or he may be satisfied 
in his own mind that his broad syphilitic condylomata are 
really piles, and that this is neither thé time nor the place to 
discuss anything except his distressing and abrupt loss of hair. 
Or perhaps the old lady may be concealing huge chronic leg 
ulcers; they are being treated by her kindly neighbour with 
some penicillin cream, so that what, presents to you as an 
eczema of the face is really a sensitisation-eruption. 

Here I should like to pause for a while to consider the 
phenomenon of sensitisation, or allergy if you prefer it, 
as applied to the skin. It is easy to understand how a 
chemical such as caustic soda or turpentine can cause 
inflammation after only one or two contacts. “This is 
called primary irritation; it is easily recognised, easily 
avoided, and often correctly diagnosed by the patient. 

But the idea of secondary irritation, or sensitisation, is 
much more difficult. 

In this case we are dealing with a comparable inflammatory 
response, but it is one which appears only after repeated contact 
with something which is not necessarily a primary irritant, 
even in heavy concentrations. The acute eczema which may 
result from repeated contact with primulas is one of the most 
familiar examples of this ; but the number of potential sensi- 
tisers is almost infinite. They may be very hard to suspect; 

for the patient, once sensitised, may react to minute concen- 
trations ; and the cause may be some old and trusted friend such 
as a cosmetic which was thought to be vital to the continued 
integrity of the skin. I have heard quoted the case of a lady 
who developed patches of intractable eczema over the face and 
sternum; she was known to be sensitive to black hair dyes, but 
all attempts at 2xtiological diagnosis were foiled until it was 
observed that one of her male friends had a suspiciously black 
moustache, 

Most of the remarks I have made so far apply with 
particular force to the difficulty of diagnosing occupational 
eczema; but I think the frustration which most of us have 
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experienced in dealing with occupational dermatitis 
merits rather special examination. 

The problem is complicated by its relationship with the 
Law. For reasons which are no longer valid, a man disabled 
by eczema gets more sick pay if it is attributed to his work 
than if it is idiopathic. To decide which it shall be is 
almost as difficult as to use the McNaughten rules, and 
the effects of the decision may be almost as disabling, 
even if somewhat less spéctacular. 

It is a curious paradox that the more sane a murderer 
appears to be, the greater is everyone’s wish to prove him mad 
so that he may escape the worst penalties. In the same contrary 
manner, the more chronic and disabling, and hence the more 
idiopathic, the patient’s dermatosis, the greater is everyone’s 
natural desire to call it occupational, and thus to mitigate his 
poverty. But its persistence through months or years of idleness 
is really one of the strongest possible pieces of evidence against 
its occupational origin. 

I do not deny that true cases of dermatitis from primary 
or secondary irritants arise in industry: these are comparatively 
easy to recognise, and to confirm by patch testing: they subside 
soon after the patient stops work, and do not return when he 
goes back to work away from the suspected chemical. But 
unfortunately such cases are a minority; in the majority of 
those that I see, all the medical probability is against an 
occupational cause, and in favour of a constitutional origin, 
with or without a psychological overlay. But medical proba- 
bility is a very different thing from legal possibility, and where 
the possibility exists, we incline to give our patient the so-called 
benefit of the doubt and to allow him his compensation. The 
position is especially difficult where a constitutional predisposi- 
tion seems to have been touched off by an occupational factor. 

The subsequent history of such patients can be very depress- 
ing. Their eczema, being wholly or largely constitutional, 
might in any case persist for a long time; their natural desire 
to blame somebody for it is focused by our certificate on to 
their employers; and some degree of neurosis is almost bound 
to develop, especially in those who are maladjusted, or unhappy 
at home or in their work. 

In such cases a solicitor may be consulted at this stage; and 
the probable results are so well known to most of us that they 
need no further elaboration. The dreary medical examinations, 
the dreary days in court, the expert witness obliged to admit 
that the dermatosis might be attributable to the occupation, and 
the final state of pensionable unemployability and pruritus, would 
all have inspired Dickens to great heights, if only the compensa- 
tion laws had reached their present pitch of perfection in his day. 

It is therefore unfortunate that, as the Law stands, we 
may well be forced into certifying that the patient has a 
legal possibility, against the weight of the medical evidence. 
We may have to do it, but we should realise what we are 


doing, and try to make it clear to the patient and his 


relatives. 

In the long run, the only way out of this difficulty is 
to get the compensation rates altered—to abolish the 
. illogical difference between the rates for sickness and 
occupational dermatitis. Cases of genuine occupational 
dermatitis could then be determined on reasonable medical 
grounds ; they should be made notifiable to the factory 
inspectors or public-health authorities, whose duty it 
would be to investigate the working conditions, with the 
dermatologist’s help if required, and to advise suitable 
precautions to prevent similar cases. The patient’s right 
to a common-law action on the grounds of negligence 
would remain unchanged, but there would be fewer 
initial stimyli to such an action. The money saved could 
be devoted to retraining eczematous patients in work 
where their eczema was not a grave handicap. 

* * * 


But enough of this theorising; practical men such as 


ourselves want to know what therapy is available. 
Disraeli defined a practical man as one who practises the 
blunders of his predecessors ; and dermatological litera- 
ture is full of blunders which we can detect in the light 
of modern knowledge. They nearly all have one factor 
in common—namely, overtreatment. 

An example of heroic treatment, which no doubt seemed 
perfectly reasonable when it was suggested, is contained in 
Radcliffe Crocker’s Textbook of Diseases of the Skin; in recom- 
mending the use of thyroid extract in psoriasis, he writes: 

“The dose should not be more than five grains a day to begin with, 
which in a week may be increased to ten grains and in a fortnight 
to fifteen grains if it is well borne; five grain tabloids are the most 
convenient form of giving it. The risk of disagreeable symptoms is 
out of proportion to the advantage of taking larger doses, which should 
never be given unless the patient is in bed and under supervision. 
Bramwell, however, got up to forty tabloids a day. Headache, sleep- 
lessness or giddiness, and the pulse rising over a 100, should be the 
signal to stop it or to diminish the dose. Patients get thinner while 
taking it. Less frequent symptoms are nausea, vomiting, failure of 
breath, diarrhoea, and general rheumatic pains.” 

That was in 1905; but the contemporary scene gives little 
cause for complacency, and the road we have travelled over 
the past few years is strewn with discarded remedies, some 
harmful, some harmless, and nearly all very expensive. Yet 
we continue to believe in miracles when rest and other 
inoffensive remedies are far more likely to be successful. 


In this realm many of our disappointments are the 
result of a mutual misunderstanding between ourselves 
and the drug firms. When introducing a new therapeutic 
substance to the profession in general, it is occasionally 
possible for the manufacturer to cite reports of full con- 
vincing trials taken from the pages of a reputable journal; 
it is reasonable for such a drug to be brought to the 
practitioner’s notice, and little harm follows provided that 
the possible toxic effects are emphasised to him. But often 
the samples dispensed and the literature provided should 
imply no more than an invitation to practitioners to 
cooperate in a careful clinical trial; and to use new reme- 
dies from the makers on any other basis would do dis- 
credit to the outpatient department of an animal hospital. 
In dermatology it is the cause of many sensitisation 
reactions and of much disappointment to all concerned. 

It happens for two reasons: the first is that we may not have 
time to demand to see full reports of thorough clinical trials, 
which may or may not have been performed: the second is 
that our patients with eczema include a high proportion of 
chronic cases. They are abnormally likely to react swiftly and 
unfavourably to local applications; they are the type of patient 
who is unlikely to have been included in a short clinical trial. 
Patients with chronic eczema are not necessarily curable: it is 
not kind to give them repeated disappointments; it is less than 
kind to give them repeated attacks of contact eczema, which can 
only make them worse in the long run. 

Virtually all the true contact eczemas are self-limiting; 
and many other forms of eczema tend to undergo spon- 
taneous improvement if the patient can have physical and 
mental rest. One of the commonest disappointments 
arises from neglect of this fact; we try to take short cuts. 
Rest in bed, oily or watery calamine to taste, and heavy 
sedation if necessary, are far more effective than an 
uncontrolled resort to the remedies on our blotting- 
paper. The skin cannot be bludgeoned into healing, even 
by hydrocortisone: it is a very mischievous animal— 
when it is attacked, it defends itself. A skin which has 
produced an eczema is already in a state of turmoil; it is 
very likely to become sensitised to almost any local 
application, and must be treated with the utmost respect. 

* * * 
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One of the most urgent symptoms in dermatology is 
itching, and the preparations which claim to relieve this 
symptom give us many disappointments. The anti- 
pruritics of the -caine group are some of the most noxious. 
Cinchocaine, amethocaine, benzocaine, and a number of 
similar substances have no place as local applications in 
eczema; they are potent sensitisers, and they distract 
attention from the fundamentals of treatment, if by any 
chance they should appear to give temporary relief. 

In the same category come the anti-histamine oint- 
ments, which have no curative effect on the eczemas, and 
whose antipruritic action should be reserved for insect 
bites. They are only weak antipruritics but they are 
powerful sensitisers. 

If a patient’s itch is severe enough to demand these 
local antipruritics, then what he really needs is rest and 
sedation; if he gets unduly clamorous, then it is possible 
that he is mentally ill and that he needs expert psychiatric 
as well as physical treatment. The really bad case of 
eczema, with gross cedema, generalised weeping, and 
severe exfoliation, is fortunately becoming rarer now 
that syphilis is being treated without arsenic, and gold 
is being recognised by the rheumatologists as one of the 
baser metals; but such patients can usually be relieved 
dramatically by the use of systemic cortisone or cortico- 
trophin. I mention this parenthetically, lest anyone 
should think that I am advocating a policy of masterly 
inactivity, even in these severe cases ; their active treat- 
ment is anything but disappointing. * 

The administration of anti-histamines by mouth calls 
for some consideration, for it has been strongly advocated 
in the eczemas. 

One may say at Once that it does not fall into the same 
reprehensible category as the topical application of the same 
substances; but unfortunately the anti-histamines have no 
specific effect on eczemas however they are given. Their 
sedative action may be useful, but similar effects can be obtained 
at a fraction of the cost by the use of barbiturates, chloral, or 
bromides. In this connection it is worth noting that quite 
heroic doses of sedative may be needed: for instance, a husky 
man or hysterical woman with eczema can often take sodium 
barbitone gr. 10-15, or a corresponding dose of amylobarbitone, 
four or five times daily for some days before severe drowsiness 
supervenes. 

At this point many will register strong disagreement: they 
have seen dramatic relief from the oral use of anti-histamines 
in eczema. I agree with this; it comes about in this way: 
eczematous people tend to have other allergic diseases, including 
urticaria; the wealing in urticaria can often be produced by 
damage to the skin; so a potentially urticarial subject who gets 
eczema may also have an urticaria, brought forth by each 
eczematous lesion, and by scratching. Therefore anti-hista- 
mines, which we all agree are effective in urticaria, are well 
worth giving by mouth in this sort of eczema, where we can 
see wealing. 


But these are all rather minor details. Our patients 
may disappoint us, and be disappointed, for more general 
reasons. 

First and foremost is the fact that skin lesions are 
visible; therefore more than ordinary powers of persuasion 
are needed to delude the patient into thinking he is cured 
if he isn’t. Moreover, it is impossible to prevent his 
relatives, neighbours, and factory ambulance man from 
trying their hand at treatment, which makes our task very 
difficult. 

Acting in the part of Cleopatra, Sarah Bernhardt 
stabbed the slave who bore to her the tidings of Mark 
Antony’s defeat at Actium; she stormed, raved, wrecked 


some of the scenery in her frenzy, and finally, as the 
curtain fell, dropped in a shuddering convulsive heap. 
As the applause died, a middle-aged British matron was 
heard to say to her neighbour: “‘ How different, how very 
different from the home life of our own dear Queen.” 
It is well to remember that the patient’s life is different 
from ours: he has not seen many dermatoses, and he and 
his friends fear them all. In virtually every case of 
eczema one must give an assurance that it is not infec- 
tious, and that it must not be subjected to homely thera- 
peutic trials; and sometimes one should say specifically 
that it is nobody’s fault, or even that it is not a venereal 
disease. These small assurances may save us from the 
frustration of attending a patient who seems to fear us: 
what he really fears is that we may have discovered some- 
thing about his past, and that we won’t tell him. 

Lastly, unlike the general physicians, when we have 
failed to cure our patient,.we cannot hand him to the 
surgeons for removal of the offending organ with the 
confident, cheerful, and very truthful assurance that he 
will be made worse before he is better. 

It is often asserted that skin patients never get better, 
that they never die, and that the dermatologist never gets 
up at night. In defence of my craft, I can only plead 
that we have no monopoly of incurable patients, and that 
their immortality must do us credit. Getting up at night 
we regard only as a distressing symptom needing skilled 
investigation: we are proud and thankful that we do not 
suffer from it. 

I am yery grateful to Dr. H. J. Wallace and to the late Dr. J. M. 
Ellis for invaluable help in the preparation of this paper. 
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LIVER DISEASE 
THE annual meeting of the American Association for 
the Study of Liver Disease was held in Chicago on 
Oct. 31, with Dr. G. KLATSKIN (Yale) in the chair. 


Acute Hepatic Necrosis : 

Prof. Hemnz KaLk (Kassel, Germany) described a biopsy 
study begun in 1923. The first needle biopsy was made in 1934, 
and since then 4134 had been done, mostly under direct vision. 
More recently the liver had been photographed through the 
peritoneoscope. Professor Kalk emphasised the advantage of 
biopsy under direct visual control; blind biopsy might miss 
patchy or localised lesions. : 

He had seen more than 90 patients in hepatic coma. Most of 
them, unlike those in American and most British series, had 
acute hepatic necrosis; in 3 rather unusual cases, studied two, 
four, and six weeks after an episode of coma, the liver was 
normal. On the other hand he had also seen some patients 
whose livers showed scars of a preceding necrosis, but who 
gave no history of such an illness; this patchy scarring might 
easily be missed by blind biopsy. Such “ scar” or “‘ potato ” 
liver was often associated with normal liver-function tests. 
These “ scar ”’ livers he believed to be clinically distinguishable 
from “ cirrhosis ”, but by biopsy alone the distinction was not 
always easy. In the acute stage of necrosis the liver was red and 
swollen with a rounded edge; later, scars appeared and in time 
became pale and shrunken, the surrounding liver remaining 
brownish. In his experience the left lobe was almost always 
more severely affected than the right; after recovery the right 
lobe might hypertrophy and overgrow an atrophic left lobe. 
In time necrotic tissue was replaced by non-specific granula- 
tion tissue; scarring resulted if the reticulin framework was 
destroyed, as the lobular architecture could not be replaced. 
Fibroblasts were then replaced by “scar” tissue, and the 
deeply grooved “ potato”, or “ scar”, liver resulted. 
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Once the episode of acute necrosis was past the prognosis was 
good, though transitory ascites might arise at four to six weeks. 
The real danger facing these patients was not progressive liver- 
failure but portal hypertension; fortunately they were particu- 
larly suitable for shunt surgery. In some patients a mixed lesion 
of “‘ scar liver and cirrhosis ” developed; and in these the prog- 
nosis was bad, the common end-result being hepatic coma. 

Some patients had repeated small episodes of necrosis and 
scarring, leading to a final picture almost indistinguishable 
from Laennec’s cirrhosis. In cirrhosis, however, he believed 
that the initial lesion was inflammation of the supporting- 
tissue at the periphery of the lobules, leading to secondary 
death of the parenchymal cells and a uniform, fine granulation. 
In acute necrosis, on the other hand, the primary lesion was 
death of the parenchymal cells in the centre of the liver lobules, 
followed by secondary scarring. 


Cholestatic Jaundice 

Dr. F. W. HoFFBAUER (Minneapolis) suggested that there 
could be no hard-and-fast rule as to whether cholangiography 
was necessary in the diagnosis of intrahepatic cholestatic 
jaundice (1.H.c.J.). If surgical assistance was decided on, he 
favoured a very limited incision under local anesthesia, and 
cholangiography. A decision whether or not to proceed to 
laparotomy should be made in the light of the radiographic 
findings. Biopsy specimens must be taken from the liver at the 
beginning, not the end, of operation to avoid the histological 
appearance of “ retractor hepatitis ”’. 


Secretion of Bile 

Dr. R. W. Braver (San Francisco) believed that bile was 
actively secreted by the parenchymal cells of the liver. The 
concentration of electrolytes was about the same in the bile as 
in the blood; but the concentration of bile-pigments and bile- 
salts was much greater in the bile than in the blood, and there 
were also more complicated molecules present, such as alkaline 
phosphatase and mucins. The bile canaliculi, he considered, 
did not behave like the renal tubules—i.e., they did not con- 
centrate or actively secrete into the bile—but they did permit 
equilibration between capillary blood and bile so that small 
molecules such as water, salts, and glucose could move freely 
from bile to blood or in the reverse direction. Dr. Brauer con- 
cluded that in 1.H.c.J. the primary lesion was in the membrane 
dividing the liver-cells from the bile canaliculi. Differential 
diagnosis from main-duct obstruction was difficult. 

Dr. H. E. MacMAHON (Boston) thought that a definition of 
I.H.C.J. must include all cases with jaundice with no mechanical 
obstruction of the main bile-ducts and no active hepatic 
necrosis, and should exclude cases of Laennec’s cirrhosis. This 
was not a disease entity but a syndrome comprising different 
conditions. Histologically there were two distinct stages: at 
first the bile-ducts proliferated; later they tended to become 
scarce and might even disappear altogether, as he had seen 
following the administration of chlorpromazine. The histo- 
logical picture of I.H.C.J. could result from main-duct obstruc- 


tion, besides cholangitis, cholangiolitis (or primary biliary - 


cirrhosis), acholangitic jaundice, fibroxanthomatous jaundice, 
mucoviscidosis, occasionally carcinomatous and Laennec’s 
cirrhosis, and hemachromatosis. Clearly the histological diag- 
’ nosis was difficult and could not be made by the pathologist alone. 

Professor KALK said that in the initial stages of 1.H.C.J. 
inflammation was conspicuously absent, and he preferred to 
call the condition a hepatosis. 


Bile-duct Atresia 

Dr. R. C. Harris (New York) had studied by serial biopsy 
7 patients with intrahepatic bile-duct atresia. At birth the 
atresia was not complete, but by 2 years all bile-ducts had dis- 
appeared. Clinically these 7 cases fell into two groups. In 4 the 
course was of long-continued obstructive jaundice, and hyper- 
splenism developed. The other 3 cases were more typical of 
cholangiolitis, and the blood-cholesterol levels were very high. 
Histologically there was little fibrous tissue in the portal tracts. 
This was either a disease of the ductules or possibly a metabolic 
error, perhaps similar to galactosemia. 


Aldosterone in Cirrhosis 

Dr. J. M. Stormont, Dr. S. J. Woire, Dr. B. Fast, Dr. J. 
CraBBE, and Dr. C. S. Davipson (Boston) had found that 
patients with cirrhosis had a high urinary excretion of aldo- 
sterone compared with normals, but not higher than normals 
on a low-sodium diet. Amphenone was given in an attempt to 
inhibit aldosterone secretion. This drug produced mental 
changes similar to those in impending hepatic coma, but did not 
reproduce the typical electroencephalographic changes. Some 
protection against this side-effect was obtained by the simul- 
taneous administration of prednisone. In 2 out of 4 patients 
the secretion of aldosterone was blocked, with consequent 
sodium diuresis; the other 2 patients did not respond, suggest- 
ing that other factors were involved in sodium retention in 
hepatic cirrhosis. 

Hepatosplenography 

Dr. J. G. Tepiick and Dr. J. E. Berk (Philadelphia) dis- 
cussed attempts to find a non-toxic medium for hepatospleno- 
graphy. Barium sulphate given intravenously to rabbits and 
dogs outlined the liver and spleen clearly in two hours but could 
be readily detected in the reticulo-endothelial cells eighteen 
months later. lIodised oil 45%, emulsified in water with 
‘Tween 80’, was also given intravenously to laboratory 
animals; this outlined the liver and spleen in about two hours 
and was clearing by five days. Toxic reactions were observed, 
though these were mostly minor and transient. If a smaller- 
particle emulsion (10-100 4) could be prepared this might be 
a safe contrast medium for intravenous use. 


Portal Hypertension 

Dr. C. M. Leevy and Dr. M. L. GLEIDMAN (Jersey City) had 
studied patients with portal hypertension by means of liver- 
biopsy and measurement of the wedged hepatic-vein pressure 
before and after medical treatment. Portal hypertension arising 
in the course of hepatitis and fatty liver responded rapidly, 
and cesophageal varices regressed as fat was mobilised from 
the liver. Corresponding with this there was an increase in the 
hepatic blood-flow. In patients with active cirrhosis the 
pressure might fall to normal and varices disappear; but not 
all patients showed this improvement and those who did not 
should be offered a portacaval shunt. 


Wilson’s Disease 

Dr. J. M. WALSHE and Mr. S. B. OsBporn (London) reported 
their work with radioactive copper in Wilson’s disease. Their 
results showed that penicillamine mobilised copper more 
powerfully than dimercaprol, that a normal person concentrated 
copper in the liver faster than patients with Wilson’s disease, 
and that the specific activity of the urine copper fell sharply 
in the normal about the time ceruloplasmin-bound copper 
appeared in the circulation. 

Dr. I. H. SCHEINBERG (New York) agreed that penicillamine 
was an extremely powerful “‘ decoppering”’ agent, but its 
activity appeared to fall off after several months of continuous 
administration. He had treated 4 patients with it for nearly a 
year, and 2 had done well. 


Liver-function Tests 

Dr. G. M. MinpruM and Dr. H. I. Giugck (Cincinnati) 
reported that in most patients with cirrhosis and many with 
hepatitis the concentrations of factors V and VII were reduced, 
even when the prothrombin level, estimated by the one-stage 
method, was normal. In patients with severe cirrhosis and, 
temporarily, in patients with hepatitis the prothrombin level 
was often less than 50% of normal and did not respond to 
parenteral vitamin K. Using a two-stage assay for measuring 
“true” prothrombin, these workers found that this was an 
excellent prognostic test, especially if the two-hour response to 
vitamin K was measured. The test was not influenced by 
variations in the levels of factors V and VII. 
- Dr. K. S. HENtEY, Dr. H. S. Wicers, Prof. H. M. PoLLarp, 
and Dr. E. DuLiagrt (Ann Arbor) had estimated the trans- 
aminase content of parenchymal liver-cells. They made a 
suspension of parenchymal cells in citrate and estimated the 
levels. of glutamic-oxaloacetic transaminase (G.0.T.) and 
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glutamic-pyruvic transaminase (G.P.T.). They found that the 
G.O.T. was mostly retained in the cells, while G.P.T. escaped into 
the suspending medium. This correlated well with the clinical 
observation that estimation of G.P.T. was a better index of liver 
injury than estimation of G.O.T. 

Dr. C. L. STERKEL, Dr. J. A. SPENCER, Dr. S..K. WOLFSON, 
and Dr.’ H. G. WILLIAMS-ASHMAN (Chicago) had studied 
serum-isocitric-dehydrogenase (1.C.D.) levels in patients with 
liver disease and compared these with serum levels of G.P.T. 
and lactic dehydrogenase (L.D.). In patients with acute 
hepatitis, the serum-I.c.D. was much increased; this increase 
was not found in other forms of hepatic disease except cases of 
extensive carcinomatous infiltration of the liver. With recovery 
the serum-I.c.D. returned to normal. The serum levels of L.D. 
followed no such consistent pattern. The G.P.T. was also 
increased in acute hepatitis only, and returned to normal with 
recovery. The advantage of the I.c.D. determination was that 
it was easier and more specific for liver damage; the level had 
proved to be normal in 250 other patients with a wide variety of 
disease-states. 
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The N.H.S. Tribunal ‘ 

SOME interesting, and on the whole encouraging, facts 
are given in the report of the chairman of the National 
Health Service Tribunal for the three years ending six 
months ago. 

The tribunal’s main function is to consider representa- 
tions that the continued inclusion of a practitioner—i.e., 
doctor, dentist, chemist, or optician—in the appropriate 
list would be prejudicial to the efficiency of the service. 
It also has the secondary function of considering 
applications for reinstatement. 

During the three years 13 new cases arose in which it 
was asked to direct the removal of a practitioner from the 
appropriate list, and all 13 requests came from executive 
councils. In addition, it received 8 applications for 
reinstatement. This total of 21 cases compares with 33 for 
the period 1948-51 and 29 in 1951-54. 

The total number of cases actually dealt with by the 
tribunal in 1954-57 was 23: some had been carried forward 
from the previous triennium, and some had not been 
finally disposed of by July 4, 1957. In 6 cases, the tribunal 
directed the removal of the practitioner’s name from the 
list, but in 5 others the case was withdrawn on the 
practitioner undertaking not to practise under the N.H.S. 
There was only one appeal to the Minister, and that failed. 

The 6 cases in which the tribunal directed the removal 
of a practitioner’s name included 3 doctors. 

The chairman, Sir Reginald Sharpe, Q.c., welcomes 
two recommendations of the Franks Committee on 
Administrative Tribunals and Inquiries. These are that 
the right of the practitioner to appeal from the tribunal 
to the Minister should be abolished, and that the appeal 
from the decision of the executive council in minor cases 
should lie to the tribunal instead of to the Minister as at 
present. This latter recommendation, if pug into effect, 
will much increase the tribunal’s work: between 1950 and 
1954, the number of appeals from executive councils to 
the Minister averaged 125 yearly. The addition of this 
amount of work would clearly make the tribunal much 
less of a part-time body than at present; but on the whole 
it seems preferable that such appeals should be dealt with 
by a properly constituted tribunal with recognised rules 
of procedure rather than by an official of the Ministry, 
however capable and impartial. 


Sudden Illness and Dangerous Driving 

At 10.45 one evening, a man drove his motor-van 
across a road junction at a fast speed and came into 
collision with a car. The van then carried on for a short 
distance and overturned. On a charge of dangerous 
driving the defendant contended that he became uncon- 
scious as a result of being overcome by a sudden illness 
and that he was not therefore liable at criminal law. The 
Justices found that the defendant must have exercised 
skill in driving in order to reach the road junction, but 
they were of opinion that by the time he reached that 
point he was not capable of forming any intention as to 
his manner of driving, and they dismissed the charge. 
The prosecutor appealed. 

The Lorp CHIEF JUSTICE, giving judgment, said that the 
Road Traffic Act, 1930, contained an absolute prohibition 
against driving dangerously and no question of intention 
entered into the offence. The Justices probably meant 
that the defendant was in a state of automatism, but the 
defendant’s evidence was consistent with his being over- 
come with sleep and falling asleep was not a defence to 
dangerous driving. There was no evidence that he was 
suffering from anything amounting to a “ blackout” 
nor that he had ever had’ such an attack before. Accord- 
ingly, the appeal would be allowed. 


Mr. JusTICE DEVLIN, agreeing, said that if the onus 
lay on the defence to produce some evidence of auto- 
matism, they had failed to do so, with the result that the 
Justices had come to a wrong conclusion in law. The 
defendant had not set up a defence of insanity, and unless 
there was evidence which showed that his irrationality 
was due to some cause other than disease of the mind the 
Justices were not entitled simply to acquit. 

Mr.. JUSTICE PEARSON, agreeing, said that if the 
defendant was driving at all he was driving dangerously, 
therefore the question was whether he was driving. 
Normally, a person in the driving-seat of a car was, 
prima facie, driving unless there was evidence to show 
that he was rendered unconscious or otherwise incapaci- 
tated from driving the car. For example, the person has 
an epileptic fit or is reduced to a state of coma or is 
completely unconscious through the onset of some disease ; 
or he is stunned by a blow on the head by a stone thrown 
up from the road, or he is attacked by a swarm of bees, 
so that he is prevented from exercising any directional 
control over the car. In each case he would not be driving. 
If a man falls asleep in the driving-seat, after he has fallen 
asleep he is no longer driving, but at the point at which he 
is falling asleep he is failing to perform a driver’s ele- 
mentary duty of keeping himself awake and so is driving 
dangerously. Similarly, if a man knows he is liable to 
have an epileptic fit, but nevertheless drives, it is a 
question of fact whether driving, in the circumstances, 
could be considered dangerous. The answer might 


‘depend on the degree and frequency of the epilepsy. 


Here there was evidence that the defendant was driving, 
and if the burden of proof was on the defence they failed 
to prove an extraordinary mischance rendering it 
impossible for the defendant to control the car or direct 
its movement. 

Hit v. BAXTER. Queen’s Bench Division (Divisional Court): Lord Goddard, 
C.F., Devlin and Pearson, 7.7., Dec. 19, 1957. Counsel and solicitors.— 


Anthony Harmsworth (Sharpe, Pritchard and Co., for town clerk, Brighton) : 
John Allcott (Jolly and Co., Brighton). 


J. D. PENNINGTON 
Barrister-atLaw. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


Now is the time for all fat men (and women) to come for 
the aid of their doctor. Having clambered on and off their 
weighing-machines with wheezings of horror, gastronomic 
recidivists occupy most of one’s after-Christmas consulting- 
room space and time decrying the injustice of the Great Scheme 
of Things. 

A doctor whose lunch has consisted of answering the 
telephone through a mouthful of antacid tablets is tempted 
to be cool with these beach-ball-like malcontents who plough 
through the menu sideways as well as downwards, and yet 
swear by all their Metabolites that they eat nothing at mealtimes 
and less than that in between. After these unlikely and 
interminable affirmations they depart, their toffee-papers 
drifting after them like autumn leaves behind a bus, while the 
exhausted physician remembers wistfully ‘ Fatty ’ Cortez, who, 
stout as he was, at least stood silent on top of his peak in 
Darien—if only because he was out of breath. 

The treatment of such aggrieved and adipose clients varies, 
because if the doctor is himself dyspeptic or recovering from 
seasonal roisterings, the patient is liable to collect a diet that 
would make a hunger-striker feel he was outraging the 
Sumptuary Laws. (More subtle is the prescription of a menu 
so recherché that an import licence becomes necessary and the 
foodstuffs so abominably expensive that the patient loses weight 
worrying how to pay for them.) It should be remembered that 
patients also lose weight if their food is rendered inedible, and 
it is not difficult to suggest to them an itinerary which includes 
hotels whose cooperation in this respect can be relied upon. 

I remember a squadron mess in 1946 where for this reason 
we all lost considerable weight, and the mess secretary’s solution 
was to engage a civilian who claimed to have been cook to 
Field-Marshal Montgomery. Twenty-four hours and an attack 
of gastroenteritis later he confessed that his Field-Marshal 
Montgomery was an East Coast trawler. 

* . = 

Now that radio brings its annual deluge of Christmas 
greetings from all parts of the world, the basic similarity of this 
great festival in different lands cannot pass unnoticed. Cer- 
tainly, in America, celebrations have a very English flavour. 
You have the same feverish preparations, parties, carols, and 
traditional turkey. This year proved exceptional in only one 
respect, for the sun shone brilliantly in a still blue sky. Against 
this summer background, it was difficult to accustom oneself 
to heavily decked Christmas trees. But at night, when the soft 
glow of coloured candles brought warmth and friendliness to 
hundreds of windows in every street, and the strains of Good 
King Wenceslas could be heard in the distance, the weather no 
longer seemed to matter. 

* af * 


When, a few days before Christmas, a parcel labelled 


“ football’ arrived for Jonathan (aged 10'/,), I thought it. 


prudent to inspect the contents before passing them on to 
Santa Claus for delivery. My prudence was justified, for the 
parcel contained an obviously very fine and expensive 
* (association) football in a state of collapse. After struggling 
with and breaking the frayed suture I managed to extract the 
bladder; in doing so I removed the skin from the backs of three 
of my fingers and a portion of what appeared to be a collar from 
the neck of the very special seamless bladder. An exciting 
few minutes were then spent, fruitlessly, trying to inflate the 
bladder with my car foot-pump. Next morning I took the 
football, bladder and all, to a well-known sports shop in the 
West End, and asked the muscular young assistant to put it into 
working order. He looked at me with scorn. “ We don’t blow 
footballs up here, sir,” he said. “‘ Not even on Christmas 


Eve?” I asked. “ No, and you won’t get very far with that 
bladder.” Besides a part of the collar, I had removed a section 
of the bladder wall. 

When I had bought a new bladder, an adaptor for filling the 
bladder from a pump, a new suture looking like a biterminally 


amputated bootlace, and a large blunt needle for lacing up the 
latter, I had spent enough for quite a handsome present for 
Jonathan, but I felt well equipped to cope with the situation. 
Arriving at hospital, I met a younger colleague who a year or so 
ago had been one of the stalwarts of the United Hospitals 
soccer team. Just the man for the job, I thought, and handed 
him the football and my purchases. It took him an hour and a 
half, with the aid of the laboratory motor pump, to assemble 
the football ready for use. 

At 2 a.m. on Christmas morning I was awakened by a musical 
tinkling. A late carollers’ percussion band? No, just the 
football sailing out of the children’s bedroom window. 

~ * *« 


I rang up the clinic and asked for an urgent appointment for 
that afternoon. The first thing the secretary wanted to know 
was the patient’s name; I countered by saying that I first of all 
wanted to know if it would be possible for her to be seen that 
day, regardless of what her name imight be. To this the 
secretary replied that it all depended on whether or not her 
surname began with any letter between A and K as they had a 
new system. I could not help but reflect on the marvels of 
modern medicine when the urgency of a complaint could be 
influenced by the chance of one’s initials. 

* * * 

Quid pro quo is the basis of our relationship with Joe. He 
is our plumber and I look after his dad. 

The trouble with our house is that four generations of 
doctors have lived in it. The earlier three were either pioneers 
of the do-it-yourself movement or victims of evolutionary skill 
in Joe’s forebears. The trouble with Joe’s dad is that corrosion 
and hard waters have played hell with his own piping systems, 
which are also of the 1875 vintage. Our intercepting trap in the 
front garden vies with the old boy’s prostate for retention 
symptoms. His long-standing hyperpiesia contrasts with the 
chronic low pressure in our lavatory cistern. Joe and I often 
shake our heads over the imperfection of each other’s pro- 
fessional responsibilities. Mind you, we do deliver the goods 
from time to time. Ten minutes’ work with a set of drain rods 
or a Higginson syringe can provide thankful relief for both of 
us. Joe’s skilful version of an unwanted teddy bear to bring 
down a leg round the bend made him all square for a similar 
little job I did for their Elsie. It does not pay us to be too 
critical of the ins and outs of each other’s households. 

Most of our common problems have been physiological, and 
restoration of function has been our guiding principle— 
removal of physical obstruction, speeding the circulation, 
adjusting the pressure on valves and cisterns, soothing the 
intima, relieving the air-locks and gases, heat-exchange 
systems, and temperature regulators. But physiology cannot 
take us all the way, and this week anatomy reared its ugly head. 

Our kitchen range packed up, and my better half wants one 
of those newfangled stoves put in the opposite corner of the 
room. We handed the place over to Joe, and went to cook 
snacks over a bunsen in the dispensary. Someone was fairly 
letting fly in the back regions, and then there came a knock 
on the surgery door. Joe requested a domiciliary consultation 
in the kitchen, so down I went. The extent of the laparotomy 
was more worthy of a necropsy than an operation with a hope- 
ful prognosis. The scene was vaguely familiar: pipes every- 
where, swabs and buckets, overalls and puddles, even to the 
tea on the trolley. Joe was worried about that there big pipe 
in the middle: it did not seem to go nowhere, and maybe only 
his great-grandad knew where it came from: but it was 
certainly too much in the way in 1957. I suggested radical 
excision. Joe looked horrified, for empiricism was not his line. 
Impatiently I snatched a pickaxe from the floor and buried its 
point into the lumen of the mystery aorta. A trickle of rusty 
fluid seeped out, but nothing more untoward happened. 
I commanded Joe to cut the section out and hammer up the 
patent foramina in the wall. We have known each other too 
long for him to disobey, but he gave me a nasty quizzical look. 
If our village gets snowbound again this winter, I doubt if Joe 
will let me pick up a scalpel to his dad. He distrusts my modus 


operandi. 
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COLITIS FROM GANGLION-BLOCKING DRUGS 

Sir,—Kitchin et al.’ refer to diarrhoea as a troublesome 
complication of treatment of hypertensive patients with 
mecamylamine. This side-effect needs to be stressed 
because the ganglion-blocking drugs are generally believed 
to produce constipation, and hence may be overlooked as 
the cause of diarrhoea. Their continued administration 
may have disastrous results. 

In the past few years we have encountered three cases 
of severe diarrhcea and shock in patients treated for a long 
time with oral pentolinium. 

The first patient died after operation and at necropsy was 
found to have a large sloughing ulcer of his cecum and 
ascending colon. A second patient was found at operation to 
have a gangrenous cecitis, which was treated by c#costomy. 
She recovered after a stormy illness. A third patient developed 
similar features, but began to improve with the prompt 
cessation of the ganglion-blocking drug and the administration 
of intravenous fluid and electrolytes. Her symptoms recurred 
after she was given, inadvertently, another dose of the drug. 
She eventually recovered. 


This severe bowel disturbance was tentatively attributed 
at first to a high concentration of the ganglion-blocking 
drug in the bowel, and therefore seemed less likely with 
a drug which was rapidly and completely absorbed in the 
upper part of the small bowel, as was presumed to occur 
with mecamylamine. However, there are indications that 
mecamylamine may also cause colitis. 

We have recently encountered in a patient under treatment 
with mecamylamine severe diarrhoea and shock leading to 
anuria and death. At necropsy there was widespread ulceration 
of the large bowel. Another patient taking mecamylamine 
developed severe diarrhoea which became so bad as to amount 
to fecal incontinence. This stopped two days after she ceased 
taking mecamylamine. 

The ganglion-blocking drugs have now proved their 
worth in the treatment of severe hypertension, but it is 
prudent to remember also the dangers of their use and 
to take these into account, particularly before embarking 
on treatment of patients with the milder forms of 
hypertension. 

A. J. BARNETT. 


Associate Director, 


Alfred Hospital, 
Clinical Research Unit. 


Melbourne, Australia. 


SANATORIA BEDS 
S1r,—A year has passed since my plea * for the preserva- 
tion of the small sanatoria was published in your corres- 
pondence columns. 


This year has seen a further drop in the number of patients 
requiring or willing to accept sanatorium treatment for tuber- 
culosis. Nowadays admission to sanatorium is rarely indicated. 
A spell of a few weeks following diagnosis to teach the patient 
how to take the drugs, and see they are tolerated, is useful, 
particularly with the less intelligent patients. Seriously ill 
patients with tuberculosis are not often seen, but would have 
to be admitted, as would the homeless, the vagrants, and those 
who prove too difficult to manage at home. 

Undoubtedly all these groups of patients are much better 
handled in small sanatoria than in the large institutions, which 
tend to have strict rules and regulations that prove irksome to 
patients who, in the vast majority of cases, feel well. Should 
the rules and regulations be broken the patient may be dis- 

1. Kitchin, A., Lowther, C. P., Turner R. W. D. Lancet, 1957, ii, 605, 

2. Beresford, O. D. ibid, 1956, ii, 1109. 





charged and refused admission’in the future. Furthermore, 
the traditional “ dos and donts ”’ taught in these institutions, 
which have little scientific basis, tend to induce a state of 
hypochondriasis in certain patients. 

Surely efforts should now be made to close the large 
sanatoria which are showing an increasing number of 
empty beds, but which interested parties and ill-informed 
administrators strive to maintain. Sentiment should be 
disregarded in this matter, as many of these larger units 
could be readily adapted as general hospitals or geriatric 
units, for which the need is so much greater. 

The more homely atmosphere and less stringent regu- 
lations of small units would more than compensate for 
the possibly slightly increased cost per bed and, further- 
more, would prove easier to adapt to the changing needs 
of tuberculosis. 


Bournemouth. O. D. BERESFORD. 


CHEST X-RAY EXAMINATIONS AND 
RADIATION HAZARDS 

S1R,—I have read with interest the article by Dr. J. B. 
Clark and Dr. R. Grenville-Mathers (Dec. 21). But is it 
not “straining at a gnat and swallowing a camel” to 
concern ourselves unduly ‘with the use of chest X-rays for 
diagnostic purposes in chest clinics whilst patients under- 
going treatment by an artificial pneumothorax or, worse, 
an artificial pneumoperitoneum are subjected weekly for 
a period of years to fluoroscopic examination involving a 
dose of radiation greater than that received during almost 
all diagnostic chest X-rays (excepting, of course, tomo- 
graphy)? All the greater is the alarm when one recalls 
hearing the advice given casually “‘ Give him a P.P.” 
rather than do nothing.. 

Hastings. A. W. ANDERSON. 
RESPONSE OF MEGALOBLASTIC ANZMIA TO 
PREDNISOLONE 

S1r,—The article of Dr. Doig and his colleagues ! on 
the effect of prednisolone in megaloblastic_anzmia was 
of interest, since I have investigated the effect of adrenal 
corticosteroids on the absorption of vitamin B,, in several 
patients with pernicious anemia. It seemed worth while 
to evaluate the action of the corticosteroids, since a bene- 
ficial effect could explain the spontaneous remissions of 
pernicious anemia that have been described.? 

One patient with pernicious angmia in relapse received 
40 mg. of prednisone daily for 2 weeks. There was no hemato- 
logical response, the bone-marrow remained megaloblastic, 
and the serum-vitamin-B,, level of 0 wug. per ml. remained 
unchanged. The fzxcal excretion of radioactive Co B,, in 
this patient was 98% before prednisone and 86%, while receiv- 
ing prednisone. In three additional patients with pernicious 
anzmia in remission, the fecal excretion of *°Co B,,, compared 
with control studies, was decreased by 9-12°% while receiving 
corticosteroids. 

There are several mechanisms by which the corti- 
costeroids might produce a remission of megaloblastic 
anzmia due to vitamin-B,, deficiency—by a direct effect 
on the bone-marrow, by increasing the secretion of 
intrinsic factor, or by facilitating the absorption of B,, 
by a presumed non-specific effect on the intestinal mucosa 
as in the treatment of idiopathic sprue. 

The decrease in fecal excretion of radioactive B,, 
found in the patients receiving steroids is small, but may 


1. Doig, A.» Girdwood, R. H., Duthie, J. J. R Knox, J. D. E. Lancet, 
> ll, . 
2. Bloomfield, A. L. Stanford med. Bull. 1944, 2, 5. 
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be significant. A slight increase in the absorption of 
vitamin B,, could result in the delayed hzmatological 
response observed by Doig et al. Obviously, further 
studies are necessary to elucidate the action of corti- 
costeroids in megaloblastic anemia due to vitamin-B,, 
deficiency. 

University of Louisville 

School of Medicine. 

INTELLIGENCE OF DRIVERS 

Str,—On each of two recent journeys on the Great 
North Road I found a large motor-van coming towards 
me in my lane on a dual carriageway which, though 
recently opened, was properly marked. The lack of 
perception on the part of their drivers calls to mind the 
number of drivers of goods, and even public-service, 
vehicles who failed to reach the standard on psycho- 
logical tests required by the Army during the late war. 

Mental subnormality in a driver is a more serious matter 
than is generally realised. At present a mental defective under 
any form of statutory care is debarred from holding a driving 
licence—provided he writes “no” in the proper place on a 
form which has already provided the basis for a satirical 
sketch on B.B.C. television and is probably as clear to him as 
an income-tax form is to some of the rest of us. Once dis- 
charged from statutory care this same defective can apply 
for his driving licence, and, unless the licensing authority has 
been informed of the circumstances, get it. 

It is to be hoped this subject will receive proper 
attention in the legislation which is to follow the report 
of the Royal Commission on the Law Relating to Mental 
Illness and Mental Deficiency. But what of those still 
dangerously lacking in mental ability who escape the 
notice of the authorities ? 


Northgate and District Hospital, 
Morpeth, Northumberland. 


THOMAS D. STEVENSON. 


C. Guy MILLMAN. 


PEPSINOGEN IN URINE AND BLOOD 

S1r,—Your annotation (Oct. 19) touches many aspects 
of this fascinating subject and invites comment.’ As one 
who, you suggest, put forth the claim that uropepsinogen 
excretion quantitatively reflects gastric pepsin output, 
may I make a comment ? 

The entrance of pepsinogen both into the lumen of the 
stomach and into the blood, whence it finds its way into the 
urine, represents only one example of what Dr. Hollander and 
I! have elsewhere called the exocrine-endocrine partition of 
digestive enzymes. The evidence regarding this partition ratio 
was of a statistical nature, but, more important, the evidence 
was obtained under clearly defined basal conditions. This 
latter point is often overlooked in the by now voluminous 
literature on the subject. 

The studies by Hirschowitz et al. to which you refer are 
valuable for exploring the effects of corticotrophin and cortical 
steroids on this exocrine-endocrine partition. Recent work by 
. Rider and colleagues * indicates that irradiation of the stomach 
may alter this partition, and Spiro et al.* have emphasised the 
effects on it of inflammatory lesions of the stomach. 


All these investigations have enlarged the number of 
variables which must be taken into account, but do not 
necessitate ‘“‘ complete revision of ideas on the relation 
of these levels to gastric pepsin output.” They cannot 
invalidate the many articles, some cited in your anno- 
tation, which document the clinical usefulness of this 
measurement. 


Mount Sinai Hospital, 
ew York. 


Henry D. JANOWITzZ. 
1. Janowitz, H. D.. Hollander, F. Gastroenterology 1951, 17, 17, 591. Sez 
ider, J. A., Moeller, H. C., Althausen, logy Sheline, G 

intern, ‘Med. 1957, 47, 651. 
3. Spiro, H. M., Friedman, E., Poliner, J. J. Clin. Res. Proc. 1957, 5, 196. 


. E. Ann. 


THE REINFORCEMENT OF TENDON-REFLEXES 

S1r,—To reinforce, say, an ankle-jerk, ask the patient 
to hook the fingers of his two hands into each other and 
tell him that you are about to ask him to pull one hand 
hard against the other. Then say “ Are you ready?” 
Then, without giving the expected command, strike the 
Achilles tendon, and you will obtain as much reinforce- 
ment as if you had given the command. 

That is what I was taught years ago, and I have proved 
the truth of it many times, or at least I think I have. 
Perhaps, relying on clinical impressions, I have deceived 
myself. In the excellent paper by Dr. Buller and Dr. 
Dornhorst (Dec. 21), it would have been valuable to have 
fig. 3 supplemented by tracings to show the reflex 0-2 or 
0-3 seconds after the mere inquiry “‘ Are you ready?” 
If reinforcement were demonstrated, it would not in- 
validate these authors’ view of the role of the small motor 
nerves; but it would, I think, invalidate their statement 
that there has to be a movement involving effort. 

London, W.1. JOHN PENMAN. 


B.P. AND PROPRIETARY PREPARATIONS 

S1r,—The time is ripe for reassessment of the policy of 
the Ministry of Health and Treasury in regard to pro- 
prietary medicines. The report of the Cohen Committee 
(which is the basis of official policy) concedes that the 
pharmaceutical industry has contributed a (comparatively) 
small number of outstanding drugs not yet in the B.P. 
Apart from these, everything B.P. is “ good enough ”’, 
and there is no need for manufacturers to introduce 
“slight variants’ (to quote a recent critic) of official 
remedies. 

Such an attitude is contrary to the whole course of scientific 
and industrial advance. Progress does not consist only in a few 
outstanding discoveries, but also in the cumulative effect of a 
host of small advances and improvements. As I have pointed 
out elsewhere, the motorcar of today does not differ funda- 
mentally from its predecessor of fifty years ago: 4-stroke 
engine, carburettor, clutch, gear-box, transmission, differential, 
&c. But in performance and comfort it has been transformed 
by constant modification and improvement in detail. Similarly 
in pharmacy. Progressive manufacturers are continually seek- 
ing to produce “‘ something better” than B.P. They spend 
large sums, not only on fundamental research to discover new 
drugs, but on formulation research and process research to 
find better ways of making, using, and combining existing 
drugs. Modern drugs are extremely complex and often yield 
their maximum efficacy only under carefully controlled con- 
ditions. A wide range of new excipients have been introduced, 
affording immense scope for experiment and modification. 
The effect of a medicine is not measured by the percentage of 
the active ingredient. The choice of excipient, the physical 
state of the ingredients, and other factors may materially 
enhance the drug’s therapeutic efficacy. To give only one 
illustration: there are no less than three hundred different 
emulsifying agents at the disposal of the manufacturer from 
which to select the one best suited to a particular purpose. 

The Pharmacopceia Commission have not the staff or 
resources to do much research. Advances come almost in- 
variably from the industry’s research laboratories, and may 
be reflected in B.P. standards and formulations some years 
later. 

The existence of standards, whether B.P. or B.S.I., is a 
challenge to a manufacturer to go one better; and it would be 
a bad thing for medicine, for the N.H.S., and for the export 
trade if this were not so. 

It is really time that the Ministry and its fellow critics 
ceased to represent the B.P. as “‘ best possible ”, and took 


to heart the conclusion in Mr. J. P. Martin’s recent book 
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Social Aspects of Prescribing that, in selecting proprietary 
medicines as the principal cause of the high cost of the 
pharmaceutical service, they are barking up the wrong 
tree. 

In a world which is becoming increasingly proprietary- 
minded the constant denigration by the Ministry of 
British proprietary medicines may react to the detriment 
of British exports. 

Horsham, Sussex. F. F. MARCHBANK. 


LEAD POISONING 


Sir,—Dr. Gillet in his letter of Dec. 14, referring to 
my article of Nov. 30, has asked for evidence of the route 
of entry of the lead. 

No direct evidence was obtained. Ample opportunity 
for ingestion and inhalation existed. Because inhalation 
is generally regarded as more toxic, this route was con- 
sidered the more important. 

Some confirmation of this seems indicated by the fact 
that the husband and two elder boys who spent little time 
in the shack presented no evidence of lead absorption, 
but the wife and younger children who spent more time in 
the shack did. 

As far as contamination of food ‘goes, all members of 
the family would have been at somewhat equal risk. 


Department of Public Health, 


erth, Western Australia. W. S. Davipson. 


CONTROL OF ARTIFICIAL RESPIRATION IN 
POLIOMYELITIS 


Sir,—Dr. Walley’s paper of Dec. 7 raises a number of 
interesting points in the application of intermittent 
positive-pressure respiration (I.P.P.R.). One which has 
had little attention to date is the interaction, under these 
conditions, of respiratory factors with metabolic processes 
in the acid-base balance of the body. 


Case 1 of Dr. Walley’s series was clearly in a state of respira- 
tory acidosis due to pulmonary atelectasis. This was corrected. 
But the figures cited for blood pH, carbon-dioxide tension, 
and total carbon dioxide show that the patient then passed, 
perhaps insidiously, into severe metabolic acidosis. Death was 
stated to have been from anuria. 

Metabolic acidosis associated with renal failure is by no 
means an uncommon cause of death among patients under- 
going I.P.P.R. The factors contributing to it have yet to be 
fully understood. The acidosis may result not only from 
abnormal metabolic events, such as ketosis in the initial stages 
of the illness, but also from impairment of the renal mechan- 
isms which sustain the normal pH of the blood. 

In conditions which require long-continued artificial respira- 
tion an extra burden is imposed on renal function in two ways. 
Firstly, the inevitably increased catabolism of tissue protein 
requires the excretion of an excess of nitrogenous degradation 
products. This osmotic load may be further reinforced by 
injudicious feeding with high-protein mixtures. Secondly, 
fixation of the ventilatory volume to a predetermined empirical 
figure eliminates the partial respiratory compensation which 
normally follows a metabolic disturbance of the plasma- 
bicarbonate level.1 Hence there must be increased strain on 
the renal pH-regulatory mechanisms. 

The elasticity of renal function may be further reduced by 
anoxemia, by toxemia, and possibly also by changes in the 
visceral venous blood-flow due to haemodynamic “ back 
pressure ” from the positive endobronchial pressure used for 
respiration. There is some evidence that hepatic function may 
be modified by this back pressure.* A high inflating pressure 
or a shortened expiratory pause, either of which may be 


and Pathology of the 





1. Gamble, i; L. Chemical Anatomy, Physi 
Extracellular Fluid. Cambridge, Mass., 1954. 


2. Astrup, P., Getzsche, H., Neukirch, F. Brit. med. J. 1954, i, 780. 


needed to maintain an increased respiratory minute volume, 
results in a raised mean intrathoracic pressure. 

Disturbances of electrolyte balance can occur in a variety of 
conditions which may necessitate artificial respiration. Sup- 
pression of urinary excretion of the sodium and chlorine ions 
has been described in bulbar poliomyelitis and other intra- 
cranial lesions,*® and of the chlorine ion in tetanus.‘ If present, 
these disturbances add to the complexity of the metabolic 
picture. 

Dr. Walley has rightly emphasised the importance of 
blood-gas analysis in the control of long-continued 
artificial respiration, and in so doing has pointed to cther 
problems. 

The Poliomyelitis Unit, 

Infectious Diseases Hospital, 

Portsmouth. 


M. W. GLOossop. 


PRODUCTION OF FIBRINOLYTIC ACTIVITY 
WITHIN ARTERIES 

Sir,—May we reply briefly to Prof. McFadzean’s 
letter of Dec. 21 ? 

Firstly, we apologise if our reference to his and his colleagues’ 
work was misleading. 

Secondly, Professor McFadzean believes that local anzs- 
thesia increases fibrinolytic activity in the vessel from which 
blood is obtained. In our investigation a local anzsthetic, 
lignocaine, was used for the arterial punctures, no anesthetic 
being used for venepuncture. Since we found arterial-blood 
fibrinolytic activity to be less than venous-blood fibrinolytic 
activity, we do not see that the second part of Professor 
McFadzean’s letter is relevant to our findings. 

Finally, we have tested venous-blood fibrinolytic activity with 
and without lignocaine anesthesia, and find no difference. 

G. R. FEARNLEY 


Gloucestershire Royal Hospital, J. FerGuson 


Gloucester. 


RADIATION AND LEUKEMIA 

Str,—The report’ by Court Brown and Doll on 
“leukemia and aplastic anemia in patients irradiated for 
ankylosing spondylitis’”’ is outstandingly valuable for the 
estimate that it gives of the increasing incidence of 
leukemia with increasing radiation. dose in these patients. 
It has in addition, however, been regarded as indicating 
the probable absence of a threshold for the induction of 
leukemia by radiation, despite the authors’ warnings that 
their information on this point was inadequate to justify 
a definite conclusion. 

In view of the importance of this subject it would be 
valuable to have the authors’ estimate of their evidence on 
this question. It is obvious that the regression line used in 
the report is inappropriate to a study of possible 
thresholds since it is ‘‘ calculated from the rates for the 
(various) dosage groups . . . and made to go through the 
point corresponding to the incidence in the absence of 
treatment.” It would, however, be valuable to know the 
line of best fit to the points for the irradiated patients only; 
and so to obtain an estimate for the dosage at which the 
incidence of leukemia is no greater than in unirradiated 
subjects. It is clear that such an estimate of a “ threshold ” 
may be highly inexact and the confidence limits of the 
estimate would be helpful in demonstrating this. It is 
clear also that no reliable deduction can be made by the 
extrapolation of a regression line in this way. The need, 
however, is to assess what inferences as to the likely size 
or existence of a threshold are indicated, and what are 
3. Allott, E. N. Lancet, 1957, i, 246. 

4. Glossop, M. W., Low, M. D. W. Brit. ¥. Anaesth. 1957, 29, 326. 


5. Spec. Rep. Ser. med. Res. Coun., Lond. 1957, no. 295; see annotation, 
Lancet, 1957, i, 1130. 
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probably excluded, by the observations on which the 


report is based. 
Department of Clinical Research, 
University College Hospital Medical School, 
London, W.C.1 
NITROUS-OXIDE BYPASS ON ANAESTHETIC 
APPARATUS 
S1r,—There are still numbers of anesthetic machines 
in use which have a bypass providing a rapid flow of 
nitrous oxide as well as one for emergency oxygen. The 
two controls are alike, though at opposite ends of the row 
of flow-meters. It can easily happen in the stress of an 
emergency that the wrong bypass is opened when it is 
intended to inflate a patient’s lungs with oxygen. At least 
one fatality has been caused in this way. I suggest that 
lives may be saved if every anzsthetist who uses 2 machine 
that has a nitrous-oxide bypass takes steps to have it 
removed. 


E. Eric PocHINn. 


Cambridge H. R. YOUNGMAN. 
UNUSUAL URINE PROTEIN IN MYELOMATOSIS 

Sir,—Mr. Cummings,' in describing the urinary- 
protein electrophoretogram from a case of myelo- 
matosis in which there were three bands in the y-globulin 
region, reported that this was the only instance in some 
40 cases in which he had found more than one band in this 
region. In Dr. Gobert-Jones’ case? two bands were 
present in the y-globulin region. 

We have recently investigated a patient in whose urine 
there are apparently four distinct proteins. The electro- 
phoretic pattern shows two distinct bands in the region 
corresponding to the y-globulins, a fainter one in the 
region corresponding to the $-globulins, and a fourth 
which is albumin (see fig.). 


Normal 
serum 


Patient's 
serum 


Patient's urine 
concentrated 
«x10 





Normal urine 





concentrated 
«10 
! 
Y ? p Xe a, A 
Origin 
Electrophoretograms.—x,, %», 3, -globulins; A, albumi 


A man, aged 47, presented with aching limbs and symptoms 
of anemia. In addition to the urine and serum findings, smears 
of a marrow aspirate and radiographs were typical of multiple 
myelomatosis. The urines were concentrated ten times by 
freeze-drying and resolution in 0-05 M barbitone buffer 
(pH 8-6). Both the urines (0-05 ml.) and sera (0-01 ml.) were 
electrophoresed on Whatman 3 mm. paper in a horizontal bath 
using 0-05 M barbitone buffer (pH 8-6) for thirteen hours at 
a current of 1-2 milliamps per strip. 


1. Cummings, A. J. Lancet, 1957, ii, 598. 
2. Gobert-Jones, J. A. ibid. p. 1068. 









We are at present studying the relative value of different 
urine tests in differentiating myelomatosis proteinuria 
from that found in other conditions. As an aid to our 
study we would welcome specimens of urine containing 
protein from cases of proved or suspected myelomatosis. 
H. J. Woop.irr 

R. W. AINSWORTH 


Department of Medicine, R J FLEMANS 


University of Cambridge. 
TROPICAL EOSINOPHILIA 

S1r,—In their preliminary communication of Sept. 7, 
Dr. Gault and Dr. Webb reported what appears to be the 
anterior end of a nematode larva in the liver in a case of 
tropical eosinophilia; they have also shown gross patho- 
logical changes in the liver. 

It is increasingly being realised that, in tropical eosino- 
philia, tissues other than the lung are commonly affected. 
Chaudhury,' in his series of 167 cases of tropical eosinophilia, 
noted enlargement of the liver in 52 cases, symptoms other 
than pulmonary (mainly gastrointestinal) in 42, splenomegaly 
in 14, and enlargement of lymph-nodes in 5. Gupta and 
Rao? have reported eosinophilic nodule of the breast in a 
case of tropical eosinophilia. 

The work of Danaraj et al.* with a filarial complement- 
fixation test, and that of Gault and Webb, strongly support 
the view that parasitic infection plays an important part 
in tropical eosinophilia, and that most of these cases are 
probably of filarial origin. Filariasis exhibits itself in a wide 
variety of diverse and apparently unrelated clinical condi- 
tions. Apart from the well-recognised clinical features, various 
other manifestations, such as mastitis, parotitis, thrombo- 
phlebitis, rectal bleeding, pruritus, erythematous or papular 
eruption, have been thought to be due to filarial infection‘. 
Janssens ° noted various nervous and psychic manifestations 
of filariasis. This variety of clinical conditions may be explained 
on the basis of lymphatic blockage and vascular allergy. 

It seems, therefore, that tropical eosinophilia is just 
one of the many manifestations of filariasis. In spite of 
the fact that filariasis is so widely prevalent, our know- 
ledge of the disease is woefully deficient. 

Mongetet tone es. B. S. Raxgya. 

A FUNCTIONAL NECESSITY 

Str,—Once again The Lancet has advocated the per- 
manent creation of a new grade of hospital doctor inter- 
mediate between senior registrar and consultant. The 
letters of Mr. Holmes Sellors, Dr. Rowland Hill, and 
Professor Strachan must have made it clear that the 
representatives and leaders of the consultants are opposed 
to such a plan. I should like you to know that the same 
is true for the senior registrars and registrars. The B.M.A. 
Hospital Junior Staffs Group (formerly Registrars 


. Group) provides representative machinery to which all 


members of these grades have access, and the problem of 
hospital staffing has been our chief concern for the past 
four and a half years. Everywhere and always, the majority 
opinion has been against a permanent subconsultant 
grade. Of course, there are some now in urgent distress, 
men around 40 in the major specialties, with higher 
qualifications, long specialist experience, and satisfactory 
records who are.threatened with dismissal. Plans for a 
subconsultant grade may tempt some of them as a straw 
tempts a drowning man. If a few should even clutch at 
it, that would not be an argument for providing straws 
. Chaudhury, R. N. J. Indian med. Ass. 1956, 27, 195. seebiee 

. Gupta, I. M., Rao, M. S. N. Indian F. med. Sci. 1957, 11, 728. 

1 oy [ditions L. S., Schacher, J. F. Proc. Alumni Ass. Malaya, 


. Raheja, B. S. Antiseptic (in the press). 
b 45 Soc. belge Méd. trop. 1952, 32, 229. See ¥. Indian med. Ass. 1954, 
269. 
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instead of proper lifesaving gear. Nor would the fact 
that straws are cheaper. 

In considering plans for future hospital staffing much 
confusion arises unless it is recognised that there are two quite 
separate problems. An immediate solution is needed to miti- 
gate the hardships of the ageing time-expired senior registrar 
and this must be followed by a long-term solution which will 
ensure that similar hardships, or others as bad, do not occur 
again. It is absolutely vital that the short-term plan should be 
consonant with the long-term one, and that the long-term one 
should be based on serious consideration of what is best for 
the hospital service, not dictated by the short-term plan. To 
do otherwise is to sacrifice the future to the present. 

You do not clearly define the grade of assistant consultant 
which you propose. Evidently it is to be a permanent feature 
of the service, inferior in status and remuneration to the 
consultant grade and to offer a career up to retirement in all 
specialties. Immediately, one wonders what work there could 
be in hospital, suitable for a man over 40 with higher qualifica- 
tions and long specialist experience which is not consultant 
work. Dr. Rowland Hill says none at all. The examples you 
suggest (presumably the best you could think of) should 
convince all that he is right. 

It is widely known that much work which should be carried 
out by consultants is at present done by senior registrars and 
even registrars, Is it possible to believe that the work allotted 
to the proposed new grade would be anything less or that the 
men in the grade would be suitably occupied if it were? It 
could only be a grade of underpaid, dissatisfied, depressed 
consultants. The financial convenience to the Government of 
such a grade is obvious. Once introduced, nothing could 
withstand continual pressure from the Treasury to increase 
the proportion of subconsultants. 

What then are the correct solutions ? As always, close 
examination of the problem suggests the answer. At 
present, there are too many seuior registrars in the major 
specialties in relation to the incidence of consultant 
vacancies (over 200 each in medicine and surgery com- 
pared with an average of 20-30 consultant retirements 
annually). On the other hand, many senior registrars and 
registrars are doing work which ought to be done by 
consultants. The correct long-term solution is to create 
new consultant sessions to cover this work, and dis- 
continue some of the senior registrars’ posts thus vacated. 
By these two processes, a proper ratio between the senior 
registrars and consultants could be established which 
would allow reasonable prospects of advancement after 
four years as senior registrar. It would also relieve the 
bottleneck between registrar and senior registrar, and 
make possible the attainment of a consultant post around 
32 years, as envisaged by the Spens Committee. 

Such an agreement could not be implemented over- 
night (though there is nothing to prevent the Ministry of 
Health accepting it in principle forthwith). In the mean- 
time, the present generation of time-expired senior 
registrars are existing insecurely from year to year on an 
arrested salary, growing ever older and accepting ever 
more independent responsibility. Their needs as well 
as their contribution should be recognised by the granting 
forthwith of security of tenure and a rising incremental 
scale to those retained after four years. This would lift 
their burden of insecurity, and substantially relieve their 
financial hardship. Yet it in no way interferes with the 
final solution, or even commits either side as to its nature. 

ROGER BREARLEY, 


; Chairman, 
Liverpool. B.M.A. Hospital Junior Staffs Group. 


S1r,—The interest taken in your leading article of 
Nov. 30 is further evidence of the urgent need for a 


satisfactory solution of the problem of hospital medical 
staffing. The S.H.M.O. Group of the B.M.A. is profoundly 
dissatisfied with the present position but is very suspicious 
of any attempt to create an alternative grade in view of 
the following grave errors and inherent injustices of the 
present position: 

(1) The initial formation of a vague “ subconsultant ” 

grade. 

(2) The expansion which has occurred in spite of the 

superficially fair document RHB 50/96. 

(3) The small effect and unbalanced reviews of gradings. 
(4) The Ministry’s continued refusal to allow further 
reviews. 
(5) Decreasing possibility of obtaining consultant status. 
(6) Insidious threat of “ clinical supervision” of fully 
trained staff. 
For a new grade to be acceptable to S.H.M.O.s there would 
have to be adequate safeguards to prevent a repetition of 
such past mistakes. 

All your correspondents have stressed the urgent need 
for an increase in the consultant establishment; and 
indeed if the needs of the country in this respect were 
adequately met the greater part of the problems of the 
senior registrars and S.H.M.O.s might well be solved. 

The present plight of the senior registrars is desperate 
and that of the s.H.M.O:s is little if any better. This state 
is primarily due to the large amount of consultant work 
which is being done by these two grades. Unofficially 
this is both well known and is an accepted fact; the time 
is long overdue for official recognition and action. 

Certain obstacles have to be overcome to provide a 
satisfactory solution. It is my personal view that ways to 
do this have evolved from the work of various committees 
and the efforts of many earnest people. The difficulties 
are as follows: 

(1) No sudden increase should be made on the country’s 
financial burden. 

(2) Early selection for permanent consultant status. 

(3) Adequate and satisfactory opportunities for those who 
for one reason or another are not so selected. 


The first step should be to stop creating new senior 
registrars until the existing ones and S.H.M.O.s have been 
virtually absorbed by the formation of one consultant 
grade commencing at a salary scale lower than the present 
consultant minimum (relative), thus avoiding the financial 
strain of the necessary increase in the present consultant 
establishment. 

The salary scale should rise by regular increments to a 
predetermined level, such as not less than 80% of the present 
consultant maximum (relative). Attainment of the highest 
level would depend on responsibility and individual worth. 
Such a solution would affect the present merit-award system 
in that ability and outstanding merit could be rewarded at 
all levels for permanent staff. 

“* Supervision ”’ is the cause of much uncertainty and con- 
cern, especially as it has never been accurately defined. Fully 
trained staff on a permanent contract should only be appointed 
where theoretical knowledge is sound and sufficient experience 
has been obtained to realise when to take counsel with a senior 
colleague. The administrative division of duties by the senior 
consultant in a specialty is reasonable and would apply to all 
specialists in his area, but this would not be supervision of 
actual clinical work. 

. There should be worth-while alternatives for those registrars 
for whom there are no available openings when they have 
finished their trainee period. A loss of so much specialist skill 
would be personally bad and economically unsound. 

Reorganisation of the public-health and school services 
could provide a number of attractive posts if liaison with 
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hospital work was developed; and group general practice, as 
has been so frequently suggested, should be enriched by 
recruiting from the registrar pool. 

The present hierarchy who control negotiations on the 
future of hospital staffing all come from the top end of 
the consultant ladder and are therefore not acutely aware 
of the economic difficulties of their juniors. Adequate 
representation of all levels of hospital staff is therefore of 
paramount importance to obtain a satisfactory solution. 


Leicester. G. WARING ROBINSON. 


UNNECESSARY IRRADIATION IN CHEST 
RADIOGRAPHY 
Mr. H. FisHer, technical manager of Sierex Ltd., 
writes: 


“ The article by Mr. Clarke * refers only to cones for limit- 
ing the radiography field. No mention is made of the numerous 
adjustable diaphragms which are on the market, particularly 
those fitted with a light device for projecting the X-ray field on 
to the patient. Our adjustable light diaphragm, which has 
come into widespread use in the past years, contains four sets 
of lead plates which are arranged so as to give optimum cut-off 
of the X-ray beam. The use of such a diaphragm, which also 
has an accurate light centring device, obviates the need 
for special precautions—e.g., protective screens—for the 
patient in order to shield the gonads or other vulnerable 
parts. 

The cut-off which we can obtain with our diaphragm is 
equivalent to the cut-off obtained with a lead-rubber sheet 
as used during normal radiography with a divided cassette, so 
that the use of such a diaphragm would obviously give optimal 
radiographic results as well as affording maximum protection 
to both patient and operator.” 





Public Health 





Statistical Review of England and Wales 

In part I of his Statistical Review for 1956,* the Registrar 
General records the detailed statistics of deaths from all causes 
and notifications of infectious diseases in that year, by age, sex, 
area of residence, and time of year. 

Deaths.—The death-rate of 11.7 per 1000 living was the same as 
that in 1955. The death-rate in the age-group 0—4 was the lowest on 
record. 

Stillbirths and infant deaths.—The stillbirth-rate remained steady 
at 23 per 1000 (the rate for every year but one since 1948). The infant- 
mortality rate fell from 25 per 1000 in the previous year to a new low 


level of 24 per 1000. The number of deaths from pink disease was | 


75 in 1947 and 1 in 1956. 

Cancer.—The number of deaths from cancer was 92,710—an 
increase of 1370 compared with 1955. Deaths from lung cancer 
increased by 914, the total being 15,615 in men and 2571 in women. 
There were 2315 deaths from leukemia in 1956, 2224 in 1955, and 
1419 in 1946. 18% of all deaths were due to cancer. 

Infectious diseases—There were 5375 deaths from tuberculosis 

* (6492 in 1955), 8 from diphtheria, 15 from scarlet fever, and 30 from 
measles—all low records. There were 114 deaths from acute polio- 
myelitis. 

Cardiovascular disease.—Arteriosclerotic heart-disease caused 
74,790 deaths in 1956, 70,597 in 1955, and 32,487 in 1946. Over 14% 
of deaths were due to this condition. 20,398 deaths were attributed 
to hypertensive disease, compared with 20,920 in 1955 and 16,757 
in 1949. 

Bronchitis.—19,852 men died from bronchitis, the highest figure 
since the war, except for 1951; the figure for women was 9818. 

Violence.—21,870 (21,469) persons died by violence—5915 (5743) 
in home accidents, 5236 (5170) in road accidents, and 5282 (5000) by 
suicide (figures for 1955 in parentheses). 
1. Clarke, W. G. Lancet, 1957, ii, 316. 
2. Registrar General’s Statistical Review of England and Wales, 1956. 

Part I. Tables, Medical. H.M. Stationery ce, 1957. Pp. 373. 15s. 
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THOMAS PEEL DUNHILL 
G.C.V.O., C.M.G., M.D. Melb., Hon. F.R.C.S., F.R.A.C.S. 


Sir Thomas Dunhill, consulting surgeon to St. 
Bartholomew’s Hospital and sergeant surgeon to King 
George VI, died on Dec. 22 at the age of 81. He was one 
of the group of distinguished medical immigrants from the 
Commonwealth who came to practise in this country 
after service in the first world war. His special contribu- 
tion was to thyroid surgery, and even when the memory 
of his own technique and dexterity has faded his influence 
in fostering the study and investigation of the endocrine 
glands will persist. 

Dunhill graduated M.B. with first-class honours from 
the University of Melbourne in 1904 and was already 
surgeon to St. Vincent’s Hos- 
pital in Melbourne when war 
broke out in 1914. He served 
in France with the Royal 
Australian Army Medical Corps 
and before the end of the war 
he was appointed consulting 
surgeon to the British Expedi- 
tionary Force. For these ser- 
vices he was appointed C.M.G. 
in 1919. His war-time contacts 
with his British colleagues led 
to an invitation to join the 
surgical unit at St. Bartholo- 
mew’s Hospital. Soon after- 
wards he was appointed a full surgeon to the hospital. 


His first official appointment to the Royal Family was 
made in 1933 when he was appointed surgeon-in-ordinary 
to King George V, and in 1939 he became one of the 
sergeant surgeons to King George VI. He was head of 
the surgeons attached to the Royal Household at the 
time of the King’s illnesses in 1949 and 1951. Dunhill 
was appointed c.v.o. in 1919, and promoted K.C.V.O. 
in 1933 and G.c.v.o. in 1949. 

Within his own profession and specialty his work was 
recognised by his appointment to the Arris and Gale 
lectureship of the Royal College of Surgeons of England 
in 1931 and again in 1934, and to the Lettsomian lecture- 
ship of the Medical Society of London in 1937, and by 
the award of the society’s Fothergill medal in 1941, and 
the Cecil Joll prize in 1948. He received an honorary 
M.D. from the University of Adelaide in 1935, and he 
was elected to the fellowship of the Australasian college 
of surgeons the same year and to the ‘honorary fellow- 
ship of the English college in 1939. Of the work which 
had earned these honours J. P. R. writes: 

Thomas Dunhill’s name will live in history because he made 
outstanding contributions to the surgery of toxic goitre; but 
those of us who knew him well must recognise that this state- 
ment, though true, is but half, or even less than half the truth. 

First, it is only part of the truth about the surgery of toxic 
goitre, for we cannot help thinking of thyroidectomy as it is 
performed today with all the safeguards provided by pre- 
operative medication and modern anesthesia, and there is 
nothing in the statement to show that Dunhill shortly after 
becoming qualified realised that, contrary to current teaching, 
the illest patients were the ones who stood most in need of 
operation, and that he alone had the courage to tackle single- 
handed and successfully the problem of how to operate on 
these patients without killing them. 
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Nowadays we are familiar with the idea that safety in surgery 
is a matter of team work, but Dunhill’s team consisted of only 
two people, the patient and himself. Recognising the dangers 
of contemporary anesthetics he eliminated them by using local 
anesthesia. For the rest he trusted to gentleness, to knowing 
when to stop and completing the operation in stages, and to 
establishing in his patients such confidence that they were 
prepared to plunge into the deep waters hand-in-hand with 
him, knowing that he would do his utmost literally to pull them 
through. This amazing story has unfortunately never been told, 
for Sir Thomas was too sensitive to publish it in his Joll lecture; 
and it is unlikely that it will ever be told now because Sister 
Mary Alban of St. Vincent’s Hospital in Melbourne who 
helped him with his early operations is an old lady and may 
not be able to commit her memories to paper. It would take 
too long to go into details, but suffice it to say that Dunhill’s 
pioneer work started in 1906; that he had established his 
reputation in this branch of surgery long before preoperative 
iodine became routine in 1923; and that he has been intimately 
associated with all the advances in the management of toxic 
goitre since that time. 

Secondly, the statement is only part of the truth because by 
concentrating attention on his work on toxic goitre it tempts 
us to forget his painstaking studies of other aspects of thyroid 
disease, especially of carcinoma of the thyroid gland; and it 
is also unjust to him in failing to mention the excellence of his 
technique in other fields of surgery. 


He was in the fullest sense of the term a general surgeon, 
at one’ time an able gynzcologist, interested and skilled in the 
treatment of fractures, familiar with the techniques of neuro- 
surgery, and a brilliant exponent/of operations such as radical 
mastectomy and block-dissection of the neck which demanded 
detailed anatomical knowledge. Latterly he confined himself 
to the surgery of the abdomen and the neck, and made import- 
ant contributions to the literature on diaphragmatic hernia and 
pharyngeal diverticulum. 

Dunhill was always anxious to learn by watching other 
masters of the craft at work. Returning home he would incor- 
porate into his own system anything which he regarded as a 
technical improvement, and provided that the modification 
stood up to his critical appraisal, he would accept it as his 
standard procedure. He learned by example, and he taught by 
example. Formal lecturing he dreaded, and his publications, 
though models of clarity, cost him a stupendous amount of 
labour. Having given so much thought and attention to matters 
of detail, and having convinced himself that a certain method 
was the correct one, he was sometimes severe in his criticism 
of those who through thoughtlessness or ignorance did other- 
wise, and thus offended against some fundamental principle 
of surgery. To attempt to live up to his high standards has 
been a stimulus to many a young surgeon, and the generation 
trained by him will realise that their efforts to perpetuate what 
they learned from him must be the most worthy tribute to his 
memory. 

F. R. F., describing Dunhill as “‘ a man and a friend ”’, 
writes: 


He was a big man in many ways. He was a skilful and 
eminent surgeon but that was incidental. It was as a man 
that he was unique, for he developed and used his capacities 
to the limits of his mental and physical endowment, and gave 
himself unsparingly to help his fellow men to a happier and 
a more complete life—not men as a race or a community, but 
each man, woman, or child with whom he came in contact and 
especially each who appealed to him for help. To all he was 
sympathetic, courteous, and gentle, with a kindly sense of 
humour. 

His restless body with its quick movements seemed the 
natural partner for his mind—a mind ever hungry for new facts 
and new thoughts and ever probing for gaps in his own know- 
ledge in order that he might try to fill them. In this endeavour 
he was tireless, talking on the telephone or writing, if that were 
more convenient, to any expert who might help him to see more 





clearly the problem of his patient and how he might help. 
There seemed to be no half measure for him when engaged on a 
problem, but he knew his physical limits and in later years 
while still busily engaged professionally, he would lie down 
for a few hours to gain strength for the next task. This output 
of energy, which seemed beyond that of other men, was given 
not only to his professional work but also to his trout and his 
salmon fishing, to shooting, to his appreciation of craftsman- 
ship and art, to hospitality, and above all to his friendships. 
Nothing but the best was good enough for him, and he would 
arrange as efficiently for a day in the country as for a journey 
to Australia, for a dinner-party in his home as for a critical 
operation on a person of international importance. Worldly 
success came to him but he only welcomed it in order that he 
might more readily help others. 

His example had an educative value impossible to measure, 
for while his skill in the execution of delicate operations gave 
him eminence as a surgeon, his study of his patients as persons, 
of their apprehensions, their worries, and their joys, and his 
understanding of their disturbed physiological functions were 
characteristic of the best physicians. His daily life was a lesson 
on how each can make the most of his talents in the service of 
mankind, and on how to see and seek the best in others. 


JOHN JOYCE KEEVIL 


D.S.O., M.A., M.D. Cantab., D.T.M. & H., F.S.A., 
F.R.Hist.Soc., J.P. 


Commander Keevil, who died on Dec. 16 at the age of 
56, had found time in a comparatively short life to win 
distinction as a naval medical officer and as a medical 
historian. In these last years he had drawn these two 
careers together, and the first two volumes of his medical 
history of the navy, the second only lately completed, 
will be a fitting memorial to a sailor and a scholar. 

He was educated at Marlborough, Gonville and Caius 
College, Cambridge, and St. Thomas’s Hospital. Soon after 
qualifying in 1925 he joined the Malayan Medical Service, 
but in 1927 he joined the Royal Navy as a surgeon, where 
he rose to the rank of surgeon commander in 1937. 

At the beginning of the late war he was senior medical 
officer of H.M.S. Illustrious, the aircraft carrier. In January, 
1941, the J/lustrious, while helping to convoy troopships from 
Gibraltar to Greece, was attacked by a mixed Italian and 
German force of dive-bombers, high-level bombers, and 
torpedo-bombers. She was hit by 7000 lb. of bombs, and 125 
officers and men were killed and a greater number injured. 
During the battle, amid blast, flame, and death, Keevil and his 
two junior medical officers rescued the wounded, rendered 
first-aid, and performed operations in a dark and flooded 
theatre. a 

Keevil’s critical report on the medical aspect of the 
battle and his recommendations did much to help the 
Medical Department of the Admiralty in evolving the 
new medical organisation for action in H.M. Ships afloat. 
In particular, the site and construction of sickbays 
were reviewed. For his services Keevil received the 
D.S.O. 

After a period of service on shore he was appointed the 
first naval editor of the Official Medical History of the 
Second World War. Here his judgment and experience 
were employed in planning the scope of the naval 
volumes of the History and in collecting material for them. 
Where possible, the framework which Keevil constructed 
has been followed in the two published volumes. A. S. M. 
writes : 

Keevil proved a delightful colleague on the editorial com- 
mittee of the Medical History. He could be outspoken and 
critical in his opinions, at times even cynical, but he gave 
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excellent counsel and untiring assistance, and his comments 
were often spiced with wit. He was of medium height, dark, 
and clean shaven. His manner, while always courteous, was 
somewhat reserved, but this only masked a kind, and generous 
disposition. Though always ready to give of his wisdom to 
other students of medical history, he was modest and unassum- 
ing about his own attainments. 


Keevil resigned the naval editorship to serve at sea again 
in the concluding years of the war, and retired from the 
Navy in 1946. 


For the rest of his life Keevil was a medical historian. 
While serving at sea he had kept up his scholarship, and 
in 1948 he was appointed the first post-war keeper of the 
library of the Royal College of Physicians. 


There he was faced with the literally burdensome task of 
handling and arranging thousands of books which had been in 
storage. His rearrangement of the library, under the direction 
of the Harveian librarian, was admirable and he did much 
research into the Annals and manuscripts of the college. This 
work was embodied in his readable biographies of the two 
Hameys—Hamey The Stranger (1952) and The Stranger’s 
Son (1953). 


His attainments were recognised by election to the 
Society of Antiquaries, and after he retired from the 
college he found congenial work as an inspector and 
adviser on private collections of manuscripts under the 
National Register of Archives. But his chief task and 
interest was of course his history of the naval medical 
service, and many will share his colleague W. R. L.’s 
regret that Keevil “ has left his tale half told”. Of this 
important project F. H. K. G. relates: 


When I became scientific secretary of the Wellcome Trust in 
1955, the trustees, on Prof. T. R. Elliott’s recommendation, 
had already agreed to sponsor the preparation and publication 
of this work, and in my second year with the Trust I received 
from Keevil the typescript of volume 1, covering the period 
1200 to 1649. It was accompanied by a charming and modest 
letter in which he said that he would welcome any comments 
which I, as an experienced editor, would care to make upon it. 
I saw at once that it was a work of rare scholarship, and I 
soon found that the only suggestions I could make about it 
related to trivia and to points about which a reader less well- 
informed than the author might be glad of further explanation. 
All these suggestions were received by him with tolerance 
and gratitude (though many of the queries admittedly 
were born of my own ignorance), and we became firm 
friends. ‘ 

At the time when volume 1 was published last summer, 


Keevil had already had the first severe attack of his illness. 
As soon as he was allowed to resume work he completed the 


writing of volume 1, but in continuing the history he was | 


handicapped by no longer being able to come up to London 
to work in the libraries, particularly that of the Royal Hospital 
at Greenwich, on which he depended so largely for source 

‘ material for volume mr. I was therefore glad that I was 
able to introduce to him Dr. Edwin Clarke, who could help 
him with the library research. Thanks to the author’s 
indomitable spirit, and the support and help of his wife— 
herself a writer of distinction—the typescript of volume 1 
was sent to press a few weeks ago, and on the day that Keevil 
died I received from him an optimistic letter indicating that 
volume III was beginning to take shape. That volume and the 
intended final volume must, it seems, be lost to us; but it is 
good to know that Keevil had the satisfaction of seeing uni- 
formly enthusiastic press notices of his first volume, and that 
volume 11, bringing the story of British naval medicine to the 
year 1714, will in due course appear as a further important 
contribution to British historical scholarship, and a lasting 
memorial to a remarkable man. 


Commander Keevil married in 1946 Averil Salmond, 
daughter of Robert Mackenzie-Grieve of Torrington; 
and she survives him. 


THOMAS RICHARD GODDARD 
M.R.C.S. 

Dr. Goddard, who died on Dec. 17, qualified from 
University College Hospital in 1925, and soon afterwards 
settled in practice at Hemel Hempstead. He remained 
there until he retired a few years ago to Berkhamsted. Of 
Dr. Goddard’s eventful and unorthodox apprenticeship 
to medicine his old chief P. H. M.-B. writes: 


When I was ordered up from Cairo in 1917 to organise a field 
laboratory in close contact with the large casualty-clearing 
station at Rafa behind the Gaza front, I found Sergeant Tom 
Goddard there as my main prop, and it was largely due to his 
knowledge of laboratory technique, skill, and efficiency that 
this vital laboratory service was in working order within 48 
hours. From that time onwards until we were demobilised in 
1919, we worked together. There was no lack of material, for 
we were really part and parcel of the adjoining hospital so that 
we were immersed in the diagnosis of dysentery, malaria, 
relapsing fever, typhoid, and many other disorders all 
day long and often far into the night. Not infrequently we 
handled 50 specimens of faeces a day and sometimes ever 
more. 

It was Goddard who helped to organise the malaria diagnosis 
stations without which Allenby might not have advanged to 
Aleppo in September, 1918, and on him I relied to help train 
our personnel in the intricacies of hematology and malaria 
diagnosis for this task. It was he who concocted the Mac- 
Conkey’s media upon which he cultivated the dysentery bacilli 
in those memorable days, and it was he who helped to isolate 
cholera vibrios on Dieudonné’s medium, when an epidemic 
threatened the Army at a critical time early in 1918 and which 
was scotched by the detection and elimination of carriers 
“inside three weeks’’. 

Goddard, too, was always interested in our private zoo, 
where we had cages containing desert rats, gerbils, and jerboas 
which wandered into our tent at night, and little owls, quail, 
corncrakes, larks, and various warblers which flew in in the 
daytime. Sometimes he was called upon to deal with camel 
convoys which arrived at the modest E.P.I.P. tent, which 
served as our main laboratory, laden with stools from suspects 
as far away as Beersheba. 

In the rough-and-tumble of war pathology Goddard could 
always be relied on to be loyal, competent, and efficient, and 
the experience he gained served him in good stead when he 
decided to take up medicine directly after demobilisation. So 
keen and studious was he that he soon completed his medical 
course and settled down as a most capable and successful 
family doctor. 


ARTHUR JAMES EWINS 
D.Sc. Lond., F.R.S. 

Dr. A. J. Ewins, director of research.to May & Baker 
Ltd., who died on Dec. 24 at the age of 75, was associated 
with the late Sir Lionel Whitby in the joint investigation 
which led to the introduction of sulphapyridine. Though 
this drug hes now been largely superseded by newer 
remedies, its workaday laboratory name (M. & B. 693) 
caught the public imagination and “ M. & B” is still 
widely, if inaccurately, used for any sulpha derivative. 

Ewins was the son of a railwayman in South London. 
He won a scholarship to Alleyn’s School, Dulwich, and 
later worked as a technician at the Wellcome Laboratories, 
then at Herne Hill. With the help of evening classes he 
took his B.sc. Lond. in 1906 and joined the scientific 
staff of the laboratory. In 1914 he took the D.sc., and the 
same year he moved, with his chief Sir Henry Dale, to 
the Medical Research Committee which had been set up 
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on the outbreak of war. Part of Ewins’ work was to 
arrange for the production of German drugs by British 
firms, and this association led in due course to his 
appointment as head of the chemical research department 
of May & Baker. He was responsible for the firm’s 
research programme which in the ’30s led to the develop- 
ment not only of sulphonamides but also of diamidine 
compounds which have, proved efficacious in tropical 
medicine. Dr. Ewins was elected F.R.S. in 1943. 





A memorial service for Dr. Maurice Mitman wili be held at 
Joyce Green Hospital, Dartford, on Monday, Jan. 13, at 3 P.M. 
Tickets for the service can be had from the secretary, the Bow Arrow 
Hospital, Dartford. 





Diary of the Week 





JAN. 5 To 11 
Tuesday, 7th 
UNIVERSITY OF LONDON 
5.30 p.M. (London Hospital Medical College, E.1.) Dr. E. Jacobsen 

(Copenhagen): Pharmacological Classification of Central Nervous 
Depressants. 

INSTITUTE OF a vameey, Lisle Street, W.C.2 

.30 P.M. Mr. B. E. D. Cooke: Disorders of Buccal Mucosa. 


Wednesday, 8th . 
ae MepicaL ScHOOL, Ducane Road, W.1 
2 P.M. John Loutit: Successful ok <a of Homologous 
A. . pA see Hace Tissue in the Experimental Mouse. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5 p.M. Dr. Howard Nicholson: Chronic Pulmonary Suppuration. 
INSTITUTE OF DERMATOLOGY 








5.30 P.M. Dr. Arthur Tickner: Biochemistry of Hor Steroid 
NOTTINGHAM MaepIco-CHIRURGICAL Society, 64, St. James’ Street, 
Nottingham 


8.30 P.M. Dr. Roger Ormrod: Negligence. 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P. ¥. Ea College of Surgeons, 18, Nicolson Street, Edinburgh.) 
Hamilton, Prof. j.H H. Gaddum, Prof. John Bruce: 
Medicine in Russia. 


Thursday, 9th 
RovAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.1 
5 p.m. Dr. Matthew Thomson: Some Aspects of Industrial Dermatitis 
(Watson Smith lecture). 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 p.m. Lord Evans: Significant Hypertension. 


Friday, 10th : 
POSTGRADUATE MEDICAL SCHOO 
10 a.M. Mr. J. C. Barratt: Multiple Primary Malignant Neoplasma. 
INSTITUTE OF LARYNGOLOGY AND OrToLoeGy, 330, ~~ 's Inn Road, W.C.1 
3.30 P.M. Mr. Anthony Radcliffe: Hoarseness 





Appointments 





CZyYNIEWSKI, J. P., M.D. Lwow, D.A.: anesthetist (S.H.M.o.), East Cumber- 
land group of hospi’ 

HamsHAW, Dora, B.SC. Lond., M.R.C.S., D.C.H.: assistant M.O., York. 

HARRISON, KENNETH, M.D. Manc., FR.CS., D.L.O.: part-time consultant 
E.N.T. surgeon, Stockport and Buxton group of hospitals. 

sa ——_ M.B. Lpool, D.P.H.: assistant M.O.H. and school M.o., 


guests Pet, M.D. Cantab, M.R.C.P.: consultant physician with an interest 
in geriatrics, Exeter clinical area. 
Newcastle Regional Hospital Board: 
Harris, HILDA R., M.B. Manc., M.R.C.P.E., D.PATH.: assistant pathologist 
(S.H.M.O.), Hartlepools Ea of hospi’ 
McCLEMONT, JOHN, M.B. » D.O.M.S.: consultant ophthalmologist, 
aw Northallerton, and South West Durham groups of 
ospitals 
MITCHELL, J. C., M.D. Aberd.: consultant pathologist, Newcastle upon 
Tyne group of hospitals. 
County Borough of West Hartlepool: 
BIssET, JANET M., M.B. Edin., D.C.H.: assistant M.O.H. (maternity and 
child welfare). 
MILLIGAN, H. C., M.B. Edin., D.P.H.: M.O.H. 
Terry, S. W. W., MB. Madras, D.T.M. & H., D.P.H.: deputy M.O.H. 





Births, Marriages, and Deaths 








BIRTHS 


Kay.—On Dec. 23, at the Cardiff Maternity Hospital, to Beverley (née 
— wife of Dr. Michael Doveton Kay, a son—Michael Graham 
oveton. 


DEATHS 


Hati.—On Dec. 26, 1957, at 16, Pilgrims Lane, London, N.W.3, Edith May 


Hall, M.D., F.R.C.S., F.R.C.O.G. 


Notes and News 





CLEAN AIR 

In 1306 a citizen was tried and executed in ‘Leadon for 
burning “‘ sea cole ” ; and though few of our modern reformers 
would favour so vigorous a remedy, the damage done by smoke 
to our health and economy has aroused the zeal and outcries of 
reformers since John Evelyn’s Fumifugium of 1661, and even 
earlier. The Coal Smoke Abetement Society was founded in 
London in 1899, and in 1929 it fused with the provincial Smoke 
Abatement League of Great Britain to form The National 
Smoke Abatement Society. These societies have led the clean- 
air movement throughout the century, in the face of apathy, 
lack of financial support (for smoke abatement is not so roman- 
tic a cause as some less worthy), and even derision. They 
began the study of air pollution that is now made under 
Government auspices, they pioneered training-schemes for 
boiler-operators, and they conceived the idea of smokeless 
zones. Many of their views and policies were endorsed by the 
Beaver Committee, whose report led to the Clean Air Act. 

On Jan. 1, the society changed its name to the National 
Society for Clean Air, in recognition of its widening scope, and 
became an incorporated body; it is a company limited by 
guarantee, without share capital, and with permission to omit 
the word “ limited ” from its title. 

The Beaver Committee estimated that the most heavily 
polluted areas could be made smokeless in ten to fifteen years if 
smoke-control areas totalling 300,000 acres could be established 
yearly; but the total for 1957 was 489, and the total projected 
for 1958 less than 10,000 acres. Giving these figures, the 
society call attention to the need for continued and increasing 
instruction and publicity directed at authority and at the public; 
they encourage new members and donations to help in their 
important work, which includes the encouragement of research 
and of the application of new developments. 


GERIATRIC UNIT AT DUNDEE 

At a cost of £45,000, the geriatric unit at Maryfield Hospital, 
Dundee, has been reconstructed. It has been receiving patients 
since August, and it was visited by Princess Margaret on 
Dec. 6. 

Accommodating 29 men and 30 women, on separate floors, 
it has for each sex four small wards and two sittingrooms. 
Confused and incontinent patients cam be segregated from the 
mentally alert, and patients are promoted to the better wards 
as soon as their condition improves sufficiently. . 

The unit is complete in itself, with facilities for radiography, 
physiotherapy, and occupational therapy. Full use can be 
made in addition of the specialist services of the general 
hospital. The local health authority has plans well advanced 
for the provision of halfway-house accommodation both by 
the reconstruction of existing buildings and by new building. 

The consultant physician in charge of the unit is Dr. O. 
Taylor Brown. The staff consists of a registrar, Dr. A. B. 
Grant, and two house-officers. The nursing staff, beside the 
two ward sisters, consists of staff nurses, student nurses, and 
nursing auxiliaries, with a proportion of male staff in the 
male ward. Dr. Taylor Brown is lecturer in geriatrics to the 
University of St. Andrews and regular ward teaching takes 
place in the unit. 

The Medical Society for the Care of the Elderly holds its 
spring meeting in Dundee on March 28 and 29, when a visit 
to this attractive unit will be part of the programme. 


HOSPITAL WORK ON TELEVISION 

A series of programmes from regional hospitals is to be 
televised by the B.B.C. from Feb. 11. The first, dealing with 
poliomyelitis, will come from the Churchill Hospital, Oxford, 
and the second, on cancer, from the Christie Hospital and 
Holt Radium Institute in Manchester. The surgery of the 
circulation will be illustrated’ in three programmes—a mitral 
valvotomy at Queen Elizabeth Hospital, Birmingham, a porto- 
caval shunt from Bristol Royal Infirmary, and a third operation 
to be shown at Leeds Infirmary. The work of a cottage hospital 
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will be displayed at Stratton Hospital, Cornwall, and a 
programme on psychiatry from the Southern General Hospital, 
Glasgow, will include a filmed sequence showing Crichton 
Royal Mental Hospital, Dumfries. Wales will be represented by 
a programme on tuberculosis from Sully Hospital, Cardiff, 
and on pneumoconiosis from Llandough, Penarth. A brain 
operation is to be shown at the Royal Infirmary, Edinburgh. 

The B.B.C. hopes that members of the medical profession 
will see these programmes and would be pleased to have com- 
ments on them from doctors. 


CHRISTMAS QUIZ 
Dr. J. B. Gurney Smith points out that the “ original set 
of posers” provided by Dr. Ffrangcon Roberts in our issue 
of Dec. 21 assign Dr. Robert Bridges to the wrong hospital. 
He trained at St. Bartholomew’s, not St. Thomas’s, and some 
of his early verses appeared in Round the Fountain. 





University of Cambridge 
On Dec. 14 the degree of M.D. was conferred on the following: 
P. S. Andrews, Edward Sharp, H. H. Stewart, S. E. Trickey. 


University of London 

Dr. E. G. L. Bywaters, senior lecturer at the Postgraduate 
Medical School of London, has been appointed to the new 
Empire Rheumatism Council chair of rheumatology at the 
school. We announced the endowment of the chair last week. 


Dr. Bywaters, who graduated M. B. Lond. with honours from the Middle- 
sex Hospital in 1933, was in the foll ng year to a Mackenzie- 
Mackinnon research ‘scholarship of the Royal College to study rheumatoid 
arthritis. After visiting the United States with a Rockefeller fellowship he 
became clinical pathologist at the Bland-Sutton Institute of the Middlesex 
Hospital and later deputy director of the M.R.C. unit at the Royal Victoria 
Infirmary, Newcastle-upon-Tyne; and besides his lectureship at the school 
he also holds at present the directorship of the research unit at the 
Red Cross Memorial Hospital at Taplow. His ae work includes 
papers on the metabolism of the joint spaces and during the late war he was 
one of the team which investigated the effect of crush injuries on renal 


function. 
University of Leeds 
At recent examinations the following were successful: 


M.D.—R. E. Rossall. 
Ch.M.—M. < Wilson. 
Pr. D.—J. A. 





M.B., Ch.B. oe Hoyle (with second-class honours); T. L. Avery, 
Pamela M. W. Barker, i E. Berry, Ian Bower, —_ —r ellow, 
:% Brook, Chactome Capes, R. B. poaeen, ¥ A.W. Hopkinson a 

F Soy M. Hall, po M. Handby, D mJ. 
Horner, D. A. ‘Mane H. A. = : Cc. Senn, ome 
Margaret E. , D. R. Liddle M D. McGrath, f: Cc. Nichohon. 
Norman, Aleksandra M. Schwetz, Neville Seymour, Sinclair, P. Yuk 
Fen Taikie, Eifion Treharne, Marion E. Tyler, Sarah A. Williams. 


Univereity of Bristol 
At recent examinations the following were successful: 


M.B., Ch.B.—M. G. Addy, A. A. Codd, J. C. G. Cole J, S. Edmondson, 
R. R. Gibbins, D. H. Howton, Osafo ey, J. G. Meadows, K. J. 
Roper, G. A. Russell, R. F. Weeks, R. C. Williams. 


University of Liverpool 

At a special congregation on May 7 to mark the opening of the 
new medical school by Queen Elizabeth the Queen Mother the 
honorary degree of LL.D. will be conferred on Lord Adrian, Sir 
David Campbell, and Sir Allen Daley. 


University of Edinburgh 

Mr. J. I. P. James has been appointed to the George 
Harrison Law chair of orthopedic surgery in succession to 
Sir Walter Mercer. He is expected to take up his appointment 
in the spring. 

Mr. James, who is 44, qualified from University College Hospital, London, 
in 1938 and two years later took the F.R.c.s. In 1941 he became part-time 
registrar in the Royal National wy ny Hos; ee rene ee and a year 
later surgical registrar at . The same year the m.s. Lond. 
In 1943 he joined the R.A.M.C. and served with a special airborne force as 
a forward surgeon with guerilla forces in Y lavia, and as orthopedic 
surgeon to the forces in Greece. When he was demobilised he held the rank 
of lieut.-colonel and was officer commanding the surgical division of a 
ee hospital. Since 1946 he has been orthopedic s m at the Royal 

Jational Orthopedic Hospital, and he is also assistant ector of studies 
at the Institute of Orthopedics, London University, and civilian consultant 
orthopedic surgeon to the Royal Navy. In 1947-48 with a Rockefeller 
fellowship he worked in orthopedic centres at Boston, New York, and San 
Francisco. In 1956 he gave a Hunterian lecture on paralytic scoliosis and 
his other published work includes papers on the treatment of curvature of 
the spine and on reconstructive surgery of the 


Airborne Medical Society 
A meeting -of this society will be held on Friday, Jan. 31, 
at 5.30 p.m. at St. Mary’s Hospital, London, W.2. 


Institute of Dermatology, London 

A semi permanent exhibition on the normal epidermis and 
some precancerous conditions by Dr. H. Haber, will be held 
from Jan. 1 to 17 at the institute, Lisle Street, W.C.2. 


The Prime Minister and the Whitley Award 

On Dec. 23 Mr. Harold Macmillan received a deputation 
led by Mr. Ben Smith, chairman of the staff side of the General 
Council of Whitley Councils, and explained that under present 
economic conditions it was not possible to lift the Ministerial 
veto on a 3% increase for administrative and clerical staff in 
the National Health Service. 


British Journal of Tuberculosis 


The editor of this journal, Dr. Philip Ellman, is to have an 
assistant editor, and Mr. J. R. Belcher has been appointed. Prof. 
Charles Cameron, Dr. Maurice Davidson, and Dr. Reginald 
Ellis are retiring from the editorial board and Dr. Frank 
Scadding, Dr. I. W. Grant, and Dr. R. Y. Keers have been 
appointed in their place. Prof. O. L. Wade is to be an 
additional representative on the board. 


Spastics in the West of Scotland 

A year ago a new residential school, Scotscraig, was opened in 
Paisley under the direction of the Scottish Council for the Care 
of Spastics. The Council’s first school, Westerlea, was started 
in Edinburgh in 1947. When extensions planned for the Paisley 
school have been completed, it should have enough places to 
educate and treat suitable children from the West of Scotland. 

At present it has 8 resident pupils and 4 day pupils; 17 other children, 
who go to school elsewhere or are below school age, attend for physiotherapy 
or speech therapy. Future plans include an extension of it treat- 
ment by a team of visiting ow centres and a nursery school 
for preschool children. ildren are selected a child screening consisting 
$F - ic Loanaeens 4 pan} id ee and _ educa- 
ti Arrangemen made social 
worker, — , Park Road, Paisley. ae 


Medical Research Council 
The Council invite applications for the following fellowships 
for 1958-59: 
Fellowships in Clinical Research.—The Council are off 
clinical 


my ae in » — at Few peed by, in . : 
These wyttoe ws to suitably qualifi ites who wis! 
open a cal graduate 


to a career in ical 
ad a or ital Travelling Fellowships.—These fellowships are intended for 


graduates resident in this country who have had some in research 
work in clini icine or surgery, gai gieetuach af ected 


science, and who are likely to pos 2 pag bg a ‘period of work at a centre in the 
— States or elsewhere ab before taking up appointments for higher 


or research in the Uni 4 

Devel Temple | bene Fellowships in Tuberculosis. —These fellowships offer 

ny opportunities for study or research to eee ¢ oomS —— intend “to 
ote themselves to the advancement | of curative ~4 

preventive treatment of tu’ losis. ip wil su ae 

awarded to candidates who wish to oye their ot my or 

than in the United Kingdom. 

Alexander Pigott Wernher " Fellowships in Moses ap ol and Otology.— 
These fellowships are intended for doctors who are likely to far mat J a period 
of work in ophthalmolk or otology at a centre ab: 
positions for higher t ing and research in these branches of ical 
science. The awards will normally be tenable for one year. 

United States Public Health Service Research Fellowships.—A limited 
num! these fellowships are being offered to highly a ified scientists 
from outside the United States to work in the medical and ‘the fret i labora- 
tories of United — = — doctors should apply in the instance 
“French Govern Exchange Scholar Siotes Sot of 

enc: ae c e So s.— terms of a agg aed 
ee OF echerche Scienti 


scholarships toy at pm Poem ode in > Paper ar¢ offered to British 
workers in ical science. The scholarships normally carry a main- 
tenance allowance of 50,000—70,000 francs a month. 

All the fellowships provide for the payment of a maintenance 
allowance at the rate of £650 per annum for a single fellow or £900 per 
annum for a married fellow ($3000 and $4200 respectively if the 
fellowship is held in the United States). Allowances are made for 
travelling and other approved expenses. Forms of application for 
these fellowships may be had from the secretary of the Council, 
38, Old Queen Street, London, S.W.1, with whom applications must 
be lodged by March 1 (March 31 for the Pigott Wernher fellowships 
and the French scholarships). 


oSaee series 





Mr. A. L. d’Abreu is visiting Peru from Jan. 5 to Feb. 6 under the 
p of the British Council. He will give twelve lectures on thoracic 
poms at the tuberculosis hospital at Lima. 


- 
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Higher levels ~.. even faster 


WITH THE NEW IMPROVED PENICILLIN-V 









*‘V-CIL-K’ brand penicillin-V potassium is a new 
and readily soluble form of penicillin-V giving 
faster.and higher blood levels. Fasting levels have 
in fact been shown to be even higher than those 
obtained with parenteral penicillin G in the same 


dosage. 


‘V-CIL-K’, the oral penicillin with the paren teral 
penicillin response, is a major advance in penicillin 
therapy. The average dose is 125 mg. four times 
daily, increased in severe infections. The cost is 


identical with that of penicillin-V. 








Available as tablets of 125 mg. and 250 mg. 


Lilty 











ELI LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 





OPENING A NEW AND 
QUICKER RELIEF FOR 
SKIN DISORDERS »+__ 








The effectiveness of 
Hydro-Adreson Ointment 


& is due to the neutral base with its hydrocortisone 
content. 


* The ease with which it spreads and its freedom from 
acidity or alkalinity ensures that delicate healing tissue 
is not injured or irritated. 


This special base is free from excessive greasiness. 
Hydro-Adreson (hydrocortisone free alcohol) ointment in 


tubes of 5gm. or | 5gm. concentrations of $% (Smg. per 
gm.), 1% (10mg. per gm.) and 2°5% (25mg. per gm.). 





ERGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785/6/7, 0251 /2/3, 1942/3. Telegrams: Menformon, Rand, London 
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Obsolete 
Gravitational Therapy 


in Migraine 


“You are old, Father William,”’ the young man said, 
“And your hair has become very white; 

And yet you incessantly stand on your head— 
Do you think, at your age, it is right?” 


**In my youth,” Father William replied to his son, 
“| did it to cure the migraine ;* 

But now—why, I do it entirely for fun, 
And take Cafergot when I’m in pain.” 


Cafergot 
BY SANDOZ 


aborts the attack of migraine 






in more than 80% of cases 


1 mg. Ergotamine Tartrate B.P. 


100 mg. Caffeine B.P. TABLETS 
2 mg. Ergotamine Tartrate B.P. 
100 mg. Caffeine B.P. RT 


0.25 mg. total alkaloids of belladonna 
100 mg. isobutylallyl barbituric acid 










° Standing on one’s head is reputed to be a 
good cure for migraine’— but not 
every patient is so agile. 


1 Brit. med. J. (1957) 2, 633 


Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 


om ee ee eee ee ee ee ee 
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ENAVID 





BRAND OF NORETHYNODREL AND ETHYNYLOESTRADIOI. 3-METHYL ETHER 


For the specific control 
of menstrual irregularities 


ENAVID, containing the new Searle steroid 
norethynodrel, permits specific and usually com- 
plete control of the menstrual cycle on oral 
administration and thus provides effective 
therapy for most menstrual irregularities. 


ENAVID has strong progestational and a lesser 
oestrogenic activity on the endometrium, which 
stimulates its development to a secretory phase. 
It also inhibits the secretion of gonadotropins by 
the anterior pituitary gland. 


SEARLE 


ENAVID is therefore recommended for: 
AMENORRHOEA (Primary and Secondary) 
OLIGOMENORRHOEA 
MENORRHAGIA 

METRORRHAGIA 
DYSMENORRHOEA 
PREMENSTRUAL TENSION and the 
“INADEQUATE LUTEAL PHASE” 


ENAVID is supplied as 10 mg. tablets in bottles 
of 20 and 50 tablets. 


Detailed literature is available on request. 


* Trade Mark. 


G. D. SEARLE & CO., LTD., HIGH WYCOMBE, BUCKS. Tel. High Wycombe 1770 





EN : PHI7 
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“Doctor, can you help 





Tue patient who complains of uneasy sleep is often 
one of the doctor’s most troublesome problems. 
The beneficial effects of a warm food drink at 
night are well established, and many doctors recog- 
nize Horlicks to be the ideal nightcap: 
Horlicks is partially predigested and is suitable 


for patients of all ages. 
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The use of MERCLORAN*; a potent 

mercurial diuretic for oral administration, greatly 
simplifies the problem of maintaining cardiac patients 

in the oedema-free state. Well-tolerated, with 
no loss of effectiveness on continued usage, 
small doses of MERCLORAN 

given throughout the day maintain a steady 

water and electrolyte balance. 





to relieve the burden of 


excess fluid 


MERCLORAN EMPLETS* (enteric coated tablets) 
(Chlormerodrin N.N.R.) 
In bottles of 25 and 250 

also MERCARDAN * for Parenteral use. 








* Trade Mark 


MERCLORAN 


CAnm 


van” 


7 
. 
z 


‘tes’ PARKE, DAVIS & COMPANY LIMITED. (inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow 2361 
572 
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FORMULA FOR COMPLEMENTARY FEEDING. 
| ae Cine, eae. “EE 


| Bret Evaporated Milk "D 
Boiled Water ad 


Came sett /e —. 




















BRITISH MILK FOR 
BRITISH BABIES 


Send for informative booklet 


Avie ie 
~APORATED. milk 





“REGAL EVAPORATED MILK 
FOR BABY FEEDING” 





NUTRITION DEPT + WILTS UNITED DAIRIES LIMITED - TROWBRIDGE : WILTS 


LEPETIT ..,.. 


MILANO-ITALY 





manufacturers of : 


antibiotics * chemotherapeutics * vitamins 


antituberculous drugs * corticosteroids 


tha 
factories in: 


Garessio - Milan - Torre Annunziata (Naples) 
Buenos Aires - Sao Paulo - Mexico City 


Santiago de Chile - Lisbon 


LEPETIT PRODUCTS ARE NOW ON SALE IN 100 COUNTRIES 
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BROPRIN 





* PINK COLOUR 
* DISSOLVED IN A FLASH THE SAME 


* PLEASANT TASTE 

















will be forwarded on request 
MANUFACTURED BY 


* LOW BASIC N.H.S. COST 


SOLUBLE 
ASPIRIN — 
TABLETS 


PRICE AS 
THE B.N.F. 
EQUIVALENT 


13/6 


PER 1000 











BROOK, PARKER & CO. LTD., ASHFIELD, BRADFORD, 7 











An analgesic cream 
for the treatment of 
neuro-muscular pain 


This analgesic cream is very effective in the treat- 
ment of fibrositis, muscular pain, lumbago, neuritis, 
neuralgia, and sciatica. Free from objectionable 
odour, it is formulated to produce a readily absorb- 
ed cream, and helps to give rapid relief from pain. 
The présence of Methyl Nicotinate produces 
dilation of the surface blood vessels and allows 
penetration of the analgesics Glocol Salicylate 
and Benzocaine. 


SALBIN 


(WOOLLEY) 





























FORMULA 
Benzocaine B.P. r? - = - 7.5% 
Glycol Salicylate ‘ es 4 ; 10% 
Methyl Nicotinate .. 7. k és 2% 
Capsicin (Woolley) .. ry ; #6 0.1% 
ase a ps. “es. ate ad 100% 
[Poison | 
PRICE 


19/10 per “b. 
Less Professional Discount 
Plus Purchase Tax 30° 


JAMES WOOLLEY SONS & CO. LTD. 
VICTORIA BRIDGE : MANCHESTER 3 
in association with J. C. Arnfield & Sons, Ltd. 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that | international unit 


= 1 mgm. of d.1. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 









a 


Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of practitioners to be the best 
preparation of opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 

Packed in 2-0z., 4-0z., 8-oz. and 16-oz. bottles, and 
for injection in 4-oz. rubber-capped bottles, 
sterile, ready for use. 


NEPENTHE 


FERRIS & CO LTD 7 
BRISTOL A 


THE SAFEST 
AND BEST 
OF OPIUM 

Fa 










3 








Third Edition Completely revised. Pp. xii+1580. 
1594 illustrations (11 coloured plates). 
£8 10s. net. 


ABDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.c.s. 
Surgeon, Royal Free Hospital, London. 
With contributions by 24 British and American Authorities. 
. far and away the best book on abdominal 
operations.” —British Journal of Surgery. 


‘“«. . . the most authoritative and comprehensive book 
we possess...” —Postgraduate Medical Journal. 


LONDON: H. K. LEWIS & Co. Ltd. 
136, GOWER STREET, W.C.1. 
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MANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC 
SURGEONS 
Reprinted from THE LANCET with an appendix 
These articles record the practice of surgeons who 
are treating burns every day and who see the good 
results of treatment that is carefully planned from 
the start. Here is their plan, fully but briefly set out. 
Price 2s. 6d. (postage 4d.) 


THE LANCET LIMITED 
7, Adam-street, Adelphi, London, W.C.2 


48 pages 
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ST. ANDREW’S HOSPITAL 


MEDICAL Su PERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., 


NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 








D.P.M. 


FOR NERVOUS AND 
MENTAL DISORDERS 


This Resiatered Hospital is situated in | 130 acres of park and pleasure grounds. “Voluntary patients, who are suffering from 


incipient mental disorders or who 


of both sexes are received for treatment. 


rooms with s 
can be provided. 


WANTAGE HOUSE. This is a Reception Hos 


Careful clinical, biochemical 
ial nurse’, male or female, in the Hospital or in one of th 


ih to prevent recurrent attacks of mental trouble; en en 8 patients, and certified patients 
bacteriological, and pathological examinations. 
e numerous villas in the grounds of the various branches 


Private 


ital in detached grounds with a separate entrance, to which patients can be 


admitted. It is equipped with ~d ny apparatus for the complete investigation and treatment of Mental and Nervous Disorders by 


the most modern methods; 


bacteriological, and pathological research. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a 
t, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
ven every facility for occupying themselves in 


and farm of 650 acres. » meat, 


in treatment is available for suitable cases. 
Psychotherapeutic treatment is employed when indicated. 


Moulton Park. Occupational therapy is a feature of this branch, and patients are 


farming, gardening, and fruit growing. 


It also contains Laboratories for biochemical, 


ark 


BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Herghel is beautifully situated in a park of 330 acres, at 
Llanfairfechan, amidst the finest scener 
boundary. Patients may visit this branc 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars apply to the Medical Superintendent (T (TELEPHONE: Northampton 4354 
can be seen in London by appointment. 





in North Wales. On the North 


Jest side of the Estate a mile of sea coast forms the 
for a short seaside change or for longer periods. The Hospital has its own private bathing 


(3 lines)), who 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


hal 


and ive views of the South Devon Coast. 





A well-appointed House with spacious 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Beautiful garden and own dairy in 35 acres 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Telephones—TEIGNMOUTH 289 and 537 





NORTHUMBERLAND HOUSE 


Psychiatric Nursing Home 
Tel.: FiNchley 5283 


235-7 BALLARDS LANE, N.3 


HEIGHAM HALL, NORWICH 


Resident Med. Director Dr. R. M. RIGGALL, —— 
Mem. Brit. Psycho-Analytical Socy. 





Deep insulin coma unit, psychotherapy, etc. 





| of treatment carried out. 
| available. Special Geriatric Unit now open. 


upwards according to requirements. 
footy to Dr. J. A. SMALL 


‘THE LANCET 


Annual Subscription: £3 3 0 per annum 


Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 


THE MEDICAL PROTECTION SOCIETY timirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


| PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
Accommodation for Alcoholics and Addicts 
Fees from 7 gns. per week 


Telephone: Norwich ane 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page — Royal Sussex County. Birmingham United Hosps. H.O.’s.. 45 
SECTION 1 °F o> ha dl .. 45] Exeter. Royal Devon & Exeter. Sr. 
ADMINISTRATIVE typed se ee Br, i. 6. -- 
Se, Ree a Huddersfield Royal Infy. Jr. H.M.O. az | Eikerpool RE. amb “Cons 43 
Cambridge United Hosps. Directo 46 ae. ees Soueee Spatin mic 
Leeds R-H.B. Regional Psychiatrist 43 | Hull. Victoria Hosp. for Sick Child. |, | and Aural. St HO: 3: $8 
ANASTHETICS mm. & Dist. Gen. Sr. H.O. 48 | Scotland. Western | R.H.B. Sr. 
Middlesex, W.1. Sr. Reg. .. 44 | Liverpool United Hosps. Sr. H.O. . 48 43 
University College Hosp., W 0.1, ™ Maidstone. West Kent Gen. Sr. H.O. 49 Southampton. Royal South Hants. & 
44 | Plymouth. Seuth Devon & East en. Sr. H.O. si 
i dgend Gen. ‘Sr. H. O. wat’ ae 45 Me yh “3 50 | Taunton and Somerset. H.O. 52 
e ‘or ssex ohn’s Oc wait ent. St. Bartholomew's. = 
Hosps. Locum Reg. 46 Sr. H. .. 50 Gane SEL Pt. Cons 42 
Chertsey. St. Peter’s. Sr. H. 0. 46 | Romford. Oldchurch. Sr. H.0. 50 ce mee lagi . 
Hastings Group H.M.C. Locum Sr. Salford Royal. -reg. H.O. 50 | GERIATRICS CO 
H. - 47 | Southampton. Royal South Hants. University College Hosp., W.C.1. Reg. 44 
Pra paresis, Wigs mite es. St oe °! | INFECTIOUS DISEASES 
H.B. Locum CHEST AND TUBERCULOSIS 
Leeds R.H.B. Reg. 48 | Brompton, S.W.3. Temp Reg 43 | Hither Green, 8.E.13. Sr. 44 
Leeds United Hosps. /R. ‘H.B. Sr. Reg. 48 | Cante terbury. Kent & ‘Canterbury. Irvine. Ayrshire Central. _ H.M.O. 47 
Luton & Dunstable. Reg 48 Sr. H.O. — 46 | MEDICINE 
—" R. =. B. Reg. & ‘Locum 49 Gleagow. Robroyston. ‘Jr. H.M.O... 47 Bethnal Green, E.2. Pre-reg. H.Q... 43 
Nottie oss, sritio. <2: $8 | Mente easy tio. |. $8) Samm weeeT NO or HO: 
Southampton Group H.M.C. Sr. H.0. 51 Scotland. Eastern R. 51] st —  'S'W.12. H ae fo 6 Se 
South East Northumberland H.M.C. Se eee PS. Wo. ot Bedford Gen, Pre-reg. H.O.° .. 45 
Jr. H.M.O. or ~. H.O. 51 Sr. H.O. . 51 Beverley, "Wesweel. H. O. or Sr. 
West Cumberiand f SOMA c6 maa - 52 | Watford Chest’ Clinic." Locuin Reg. 52 | "Ho 43 
— r. EAR, NOSE, AND THROAT Birmingham. Little Bromwich Gen. 
CASU. Lewisham Group H.M.C. Sr. H.O. 44 -reg. 45 
North Middlesex, N.18. Sr. H.O. 44 | Royal _enem, 8.W.3. =e or sr. Buxton. Devonshire Royal. “Sr. H.O. 45 
Birmingham United Hosps. H.O. 45 “a ; 44 (continued overleaf) 
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Colchester Group H.M.C. H.O.’s 46 | PZDIATRICS =" Chelmsford & Essex. Pre-reg. H.O. 46 
Dorking Gen. Sr. H.O. .. 46 | Central Middlesex, N.W.10. H.O, .. 43 | Chertsey. St. Peter’s. Sr. H.O. or 
Dudley, oun & Dist. Sr. H.O. Queen Elizabeth Hosp. for Child. H.O. 44 -reg. H.O. ee ae s @ 

& Pre-reg. H.¢ ‘ ‘ .. 46 | St. Thomas’s, S.E.1, and South West Chichester. moval West Sussex. 
Edgware Gen. i. oO. 46 Met. R.H.B. Sr. Re > _- & Locum Reg. os . 46 
Edgware Gen. Reg. ‘ rae 46 Bradford Child’s. Sr. 1. je .. 45 | Colchester Group H.M.C. H.O.’s 46 
Glasgow Royal Infy. Sr. H.O. 47 | Derby. Derbyshire C nild’s. Sr. H.O. 46 | Crewe & Dist. Mem. Sr. 46 
Huddersfield Royal Infy. H.O. 47 | Lincoln. St. George’s. Reg. 48 Driffield. East Riding Gen. Sr. H.O. 46 
Huddersfield. St. Luke's. Jr. H.M. O. 47 Liverpool United Hosps. P. -t. Cons. 43 | Dublin. St. Vincent’s. Reg 53 
Hull. Kingston Gen. Pre-reg. H.O. 47 | Newcastle R.H.B. and United Hosps. Dudley, my ey * Dist. Sr. H. 0. 
Leeds R.H.B. Locum Regs. Reg. .. - i * << a & Pre- 4 ) 46 
Leigh (Lancs) Infy. Pre- “ree. H.O. 48 | Portsmouth Group H.M.C. H.O.’s .. 50 | Enfield. € 4. yo "'H.O. 47 
Lymington, Hants. Sr. H.¢ .. 48 | Salford. Hope. 51 | Epsom Dist. Pre-reg. H.O. ac ae 
Northwood. Mount tay “H.O. |: 49 | Scotland. South-Eastern R.H.B. Reg. 51 |G it Western Dist. " Pre-reg. 
Portsmouth Group H.M.C. Sr. H. ‘0.8 Scotland. Western R.H.B. Reg. . 51 H.O.’ e 47 

and Pre-reg. H.O.’s. ; 0 | B.W.I. University — Hosp. mesastbetuest. : Pembroke > ‘County 
Rhyl. Royal Alexandra. H. Pin. F 50 Reg. or Sr. Reg. Si ‘ 53 na em. Sr. 0. & viata p 
Romford. Rush Green. Sr oO. Ae é ‘ 

.O. P , . 50 | PATHOLOGY Hemel ey stead. West | Herts. 
Salisbury Gen. H.O , 50 | Royal Free, W.C.1. Assistants . 44 47 
Scotland. Western R.H.B. Sr. Reg. St. John’s Hosp. for Diseases of the Huddersfield’ Royal Inty. H 47 

& Reg. =e Skin, W.C.2. Reg. 44 | Hull. Victoria Hosp. for Sick Child. 
Shrewsbury. Royal Salop Infy. Cop- Bournemouth. Royal Victoria. Reg. 45 H.O. 47 
thorne. H.¢ .. 51] Enfield. Chase Farm. Sr. H.O .. 47 | Ipswich & East Suffolk. H.O.’s 47 
Southend. = Locum H.O. .. 51 | Neath Gen. Sr. H.C as .. 49 | Ipswich & East Suffolk. Pre- -reg. 
Stoke- og ritag Staffs. Royal . “— P 4 est Met. RB. P.-t. Sr. w/t a “ed right e si - ‘ ‘‘ - a i 
Inf -re-reg. as 5% a P on y sle 9: rou -M.C. . H.O. 
Swindon & Dist. H.M.C. H.O. 52 | Nottingham ( ‘ity. Sr. H.O. 49 | Isleworth. West Middlesex. Pre-reg. 
Welsh R.H.B. Reg. a .. 52 | Sheffield R.H.B. Cons. 43 H.O. , in sc. & 
Weston-super-Mare Gen. Pre-reg. Isleworth. West Middlesex. Reg. 48 
H.O. on 52 PLASTIC SURGERY Leeds R.H.B um R vs 48 
Worcester. Royal Infy. Sr. H.O. 53 | Manchester. Wythenshawe. Sr. H.O. 49 Leeds R.H B Reg ; 48 
Worksop. Kilton. Reg. 53 | Oxford R.H.B. Sr. Reg. x .. 50 | Lincoln County. re-teg. H.O. 48 
Ibadan, Nigeria. = a “College 2 Maidenhead. F ‘. Wie 42 a -_ 
on aa “Per PSYCHIATRY a a. West Kent Gen. Pre- - 
awe eo cep. —_ °” | Middlesex, W.1. Sr. H.O. .. 44 P sas ve 
Birmingham. All Saints’. Sr. H.O. . | eee. Ancoats. Ree. ‘ae 
NEUROLOGY Birmingham R.H.B, Sr. H.M.O. 43 LO! r ithington: Te-reg. 49 
Ages Stoke Mandeville. Jr. ae United Hosps. H.O. as Manghester Withington. sr. H.0. |: 49 
0. ee = re re 5 Sr. 5 F a . - or. VU. .. 
os k >» | Neath General Hospital. H.O. 49 
Oxford R.H.B. Reg. .. 50 | Bolton Dist. Gen. Sr. ‘H. ae 45 
Caterham. St. Lawrence’s. Jr. H.M.O. 46 poe mg SHOre Pre: -. 49 
OBSTETRICS AND GYNZCOLOGY Croydon Child Guidance Clinic. Sr. ‘is ranma geen rn 
Bethnal Green, E.2. Pre-reg. H.O. 43 eg. .. — 
Central Middlesex, N.W.10. ce. Hi: O. 43 | Gloucester. Horton Road and © oney . Paisley. Gaited Hosps. |B nfy. H.0"s ae 
Hosp. for Women, W.1. Sr. H.¢ 43 Hill Hosps. Jr. H. 47 Portsmouth Group H.M.C. -Pre-reg. 
Hosp. of . > John & St. Elizebetih, a Loom E. a Loeutn ites, wae ° H.0.’s 50 
N.W.8. Hon. Asst .° «ee Se en Rochdale & Dist. H.M.C. Sr. H.0. :. 50 
North Middlesex, N. i8. H.O. 44 sevexpoct R.H.B. Sr. H.M.O. og: ° 
St. James’, 8.W.12. H.O.. .. 44 Murthly, Perthshire. The Hosp. Sr. a a I.W. — H.O. or 50 
Beverley. Westwood. Sr. H.O. 45 $ .. s 
Birmingham. Dudley Road. Sr. H.O. 45 | North W est Met. R.H.B. Sr. H.M.O. HH — Gen, H.0.’s. R.H'B. sr. 50 
Birmingham aU nited mm; s. H. Stic 7" 45 ae > 5 Reg. 26 + Reg 51 
Bury St. Edmunds fest Suffo xford KR.H.B. Reg. . sate s 
Gen. Locum Pre-reg. H.O.’s 45 | Portsmouth. St. James Hosp. for Scotland South-Eastern 7 HB. Res. ot 
Cardiff H.M.C. Sr. H. 5. a 46 Mental & Nervous Disease. Reg. 50 Slo h. Upton. Locum’sr. Reg. 51 
Leeds R.H.B. Reg. 48 | Preston. Whittingham. Sr. H.O. . 50 ak East Met. RELB. Reg. 31 
Leeds United Hosps./ R.H.B. Sr. Reg. 48 | Scotland. Western R.H.B. e 51 fs ne Gen. 51 
Manchester. Northern. Sr. H.O. .. 48 | Welsh R.H.B. Reg. .. 52 St. Albans Cit TP wes : 52 
Northwood. Mount Vernon. H.O. .. 49 St. Helens. 0. or Sr. H. o. 52 
Paisley & Dist. ey. Unit. H.O.’s.. 50 | RADIOLOGY Stockport Infy. HO 52 
ae oem. = it. t ' ae ae a ha South-East Met. 43 Stockport Infy. Sr. H. F 52 
South East Met. R. 3. teg. 5 .B. Sr é. 31s ™ 4 
St. Asaph Gen mc 52 | North West Met. R.H.B. P.-t. Cons. 42 | St7ke-on-frent. North ‘Staffs Royal | 
Swindon & Dist. H. MC. H.0.’s 52 | Northwood. Mount Vernon. i 0. 49 Torquay. Teabay. H.O 52 
Welsh R.H.B. Sr. Reg an .. 52 | Sheffield United Hosps. Reg. 51 Watford. Peace Memorial. ‘Pre- “reg. 
— dueveiyn “Manor Maty. : Wolverhampton. Royal. Reg. 52 H.O 52 
0... “* “* .* -- 5 Welsh R.H.B. R 52 
RADIOTHERAPY Welsh R.H.B. Re. |. 52 
OPHTHALMOLOGY _ Marie Curie, N.W.3. Sr. H.O. .. 44 | Weston-super-Mare Gen. ‘Pre: reg. 
a. we Gen., N.W.3. P. M.O. mek XY Radium Institute. Jr. 52 
(Clin. Asst.) . . 44 “ .. 48 | Worcester Royal Infy. H.O.. 53 
Brighton. Sussex Eye. H.( 45 | Scotland North-Eastern R.H.B. Sr. Workington Infy. Pre-reg. H.O. or Sr. 
Maidstone. Kent ( oumty Ophthalmic Reg. 51 H.O 53 
& Aural. Sr. H.( .. 49 | Vancouver, Canada. British Columbia Ww rexham. Maelor Gen. " Pre-reg. 
wy’ U nited. ‘Hosps. Reg., Sr. Cancer Inst. Radiotherapists ss Oe H.Oy’s 52 
H.O. & Pre-reg. H.O. 49 Wrexham. War Mem. Pre-reg. H.0.’s 52 
Monshalie R.H.B. Locum Sr. H.M.O. 43 | RHEUMATOLOGY 
Nottingham Eye. Reg. 49 | Leeds R.H.B. Reg. (Research) 48 | THORACIC SURGERY 
Nottingham Eye. Sr. H.O.’ “—_ 49 Leeds United Hosps. 48 
Scotland. Western R.H.B. Sr. Regs. 51 SURGERY 
Sheowsbury. Eye, Ear & Throat. 51 | Dulwich, S.E. 22. H.O.’ 43 | UROLOGY 
Sr. H.O. “: s “s -- |. | Fulham, W.6. H.O.’s 43 
South East Met. R.H.B. P.-t. Cons. 43 | Highlands Gen., N.21. H.O. 43 Leeds United Hosps.” Rage 0. a¢ 
Mildmay Mission, E.2. wie-o08. H. 0. 44 Salford Royal. Pre- -reg. 50 
Frain ghee mig 7 7 ne ae 5. ies. onus 44 
toyal Northern, N.7. Sr. H.O. 44 Cun Llizabeth osp. for Child. 
St. Giles’, S.E.5. H.O.. 44 H.¢ ap as .. 44 | GENERAL - wieed 
Burton-on-Trent. Gen. H.O. 45 | St. 71 E.3. Sr. H.O. 44 | Canada. Psi oy Toner hi n pes. 53 
Bury St. Edmunds. West Suffolk West London, W.6. H.O. 44 ~~ egy es 
; Gen. Pre-reg. H. sO. on Se. if - 45 aes Gen. é oO. we hea a ae eteus aAKWOO osp. * 53 
Jurham County. Sr <n ie i Altrincham Gen. Jr. ». . i. 
Ilford. King George. Sr. H.O. . 48 | Barnsley. Beckett. Pre-reg. H.O. . 44 | U.S.A. St. Elizabeth b Hosp., Coving- an 
souee & East Suffolk. Sr. H.O. .. 47 Barnataple. North Devon Infy. H. O. 45 ton. Internes * * - 
Leeds R.H.B. Locum Re . 48 | Birmingham Accident. H.O.’s 45 
Nottingham Gen. Sr. H. 8. .. 49 ee Little bromnwich Gen. PUBLIC APPOINTMENTS 53/54 
Paisley. Royal Alexandra Infy. H.O. 50 »-reg. 45 
Portsmouth Group H.M.C. Sr. H.O. Birmingham v nited Hosps. H.O.’s.. 45 NON-MEDICAL 54 
= a. reg. I _ " : B, 50 oaee — Gone, ~ ao. br 
Scotlanc Sout Eastern 2. ournemouth oya ictoria. .O. 
Reg $1 | Brighton. _Hoyal Sussex County. MISCELLANEOUS “ 
Se ~ SEAN & District War Mem. Reg eg. 51 Pre-reg. H.O 45 
Soushempten. Royal South Hants. Burton-on- -Trent. Gen. ” Pre-reg. H. 0. 46 
H.¢ .. 51] Canterbury. Kent & ( materbery. he terms and Conditions of Service of 
Tenemetih Victoria cJubilee Infy. H.O. a 46 | Medical and Dental Staff apply to 
Jr. H.M.O. or Sr. H.C | 52 | Cardiff. Rookwood. Jr. H.M.O. 46 | all N.H.S. we advertise, pon Ba 
Watford. Peace Memorial. Sr. H.O. Cardiff United Hosps. Sr. Reg. -. 46 | others stated. Canvassing Stormalice, tt 
or H.O. as ‘ 52 | Carmarthen. West W ‘ales Gen. Pre- candidates may y he 
Worcester Royal Infy. ‘H.O... 53 reg. H.O. .. 46 1 by appot 5 


40 




















THE LANCET ADVERTISERS’ 


ANNOUNCEMENTS 


4 JANUARY 1958 





Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


MATTHEW SYDNEY THOMSON, Esq., M.D., F.R.C.P., will deliver 
the Watson Smith Lecture on THURSDAY, 9TH JANUARY, 1958, 
at 5 P.M. at the College, Pall Mall East, 8.W.1. 

Subject: ‘‘ Some Aspects of Industrial Dermatitis.”’ 

Any member of the Medical Profession admitted on presenta- 
tion of card. 

By order of the President. 





as 7 ___ HAROLD BOLDERO, Registrar. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


AUBREY GERALD LEATHAM, M.B., B.Ch., F.R.C.P., will deliver 
the Goulstonian Lectures on TUESDAY, 14TH and THURSDAY, 
16TH JANUARY, 1958, at 5 P.M. at the ( ‘ollege. 

Subject: “Auscultation of the Heart.’ 

Any member of the Medical Profession admitted on presenta- 
tion of card. 

By order of the President. HAROLD BOLDERO, Registrar. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 
“ THE SCIENTIFIC BASIS OF MEDICINE ” 

957-1958 
SECOND TERM: JANUARY—FEBRUARY, 1958 

The following lectures, which are designed especially for 
research workers and spec ialists in training, will be delivered at 
The London School of Hygiene and Tropical Medicine, Keppel- 
street, W.C.1, On TUESDAY and THURSDAY afternoons at 
5.30 P.M. during the second term of the session 1957-58. Admis- 
—_ free without ticket. 





date Lecturer Title 
January 
Thurs. 9th. .Prof. L.S. PENROSE, M.A.,..Biochemical Genetics 


M.D., F.R.8. (Galton Pro- and Medicine. 
fessor of Eugenics, Uni- 
versity College, London). 

Tues. 14th..Dr. L. E. GLYNN, B.sc.,..The Structure and Sta- 

M.D., M.R.C.P. (Director bility of Collagen in 

of Pathology, Canadian Relation to Diseases 
Red Cross Memorial of Connective Tissue. 
Hospital, Taplow). 

Thurs. 16th. .Prof.G. PAYLING WRiGHT,. .Cell Regeneration and 
D.M., F.R.C.P. (Sir Wil- Pathological Pro- 
liam Dunn Professor of cesses. 

Pathology, Guy’s Hospi- 
tal Medical School). 

Tues. 2ist.. Dr. L. H. Gray, Mo.a.,..The Influence of Oxy- 
PH.D. (Director, B.E.C.C. gen on the Response 
Research Unit in Radio- of Cells and Tissues to 
biology, Mount Vernon Ionising Radiation. 
Hospital). 

Thurs. 23rd..Mr. A. F. HUXLEY, M.A.,..Excitation and Con- 
F.R.S. (Assistant Direc- traction in Voluntary 
tor of Research in Physi- Muscle. 
ology, University of 
Cambridge). 

Tues. 28th..Dr. J. a oe Ros-..Blood-Group Genetics. 
ERTS, M.D., , F.R.C.P. 

(M.R.C.C ‘lineal Genetics 
Research U nit, Institute 
of Child Health ). 

Thurs. 30th..Miss EpIrH BULBRING,..Physiology and Phar- 
M.A., M.D. (Lecturer, De- macology of Intestinal 
pone of Pharmaco- Smooth Muscle. 
ogy, University of Ox- 


ford). 

February 

Tues. 4th. .Dr. M. G. P. STOKER, M.D.. .Growth of Viruses. 
(ituddereticld Lecturer, 
Department of Patho- 
logy, University of Cam- 
bridge ). 

Thurs. 6th..Dr. C. 8. HALLPIKE, M.B.,.. Remarks upon the Sci- 
B.S., F.R.C.P., F.R.C.8., entific Basis of Oto- 
F.R.8. (Director, M.R.C. logical Practice. 
Otological Research 
Unit, National Hospital, 
Queen Square). 

Tues. llth. .Prof. J.M. Yorrey, D.sc.,..Some Problems of Lym- 
M.D., F.R.C.S. (Professor phoid Tissue. 
of Anatomy, University 
of Bristol). 

Thurs. 13th..Prof. A. NEUBERGER,..Enzymes in Health 
M.D., PH.D., F.R.8. (Prof- and Disease. 
fessor of C a Path- 
ology, St. Mary’s Hospi- 
tal Medical I Schoot): 

Tues. 18th..Dr. PAUL FOURMAN,M.D.,..Potassium Depletion. 
M.R.C.P. (Senior Lecturer 
in Medicine, Welsh 
National School of Medi- 
cine). 

Thurs. 20th..Prof. P. L. KROHN, B.A.,.. Processes of Ageing in 
B.M., B.CH. (Nuffield the Reproductive 
Senior Gerontological System. 
Research Fellow and 
Hon. Professor, Univer- 
sity of Birmingham). 

Tues. 25th..Prof. C. H. Sruart-..Adenoviruses and Res- 
HARRIS, M.D.,_ F.R.OC.P. iratory Disease in 
(Sir George Franklin Man. 
Professor of Medicine, 
University of Sheffield). 

Thurs. 27th..Prof. G. W. A. Duick,. . Poliomyelitis. 
D.SC., M.D., F.R.C.P.E. 
(Professor of Microbio- 
logy, The Queen’s Uni- 
versity of Belfast). 








UNIVERSITY OF OXFORD 
RADCLIFFE TRAVELLING FELLOWSHIP, 1958 

An EXAMINATION for a Fellowship of the annual value of £600, 
tenable for 2 years, will be held at Oxford on 15TH FEBRUARY, 
1958. Candidates must have passed all the examinations for the 
Degree of Bachelor of Arts and Bachelor of Medicine, and must 
not have exceeded 4 em (exclusive of national service) from 
the time of passing the last examination for the Degree of Bachelor 

Medicine. 

The examination will take the form of a self-chosen essay and 
an interview. Further particulars to be obtained from the Regius 
Professor of Medicine, 13, Norham-gardens, Oxford. 

All applications, with essays, must be sent to the ee 
Professor of Medicine, 13, Norham-gardens, Oxford, by 3lst 
January, 1958. 


THE LONDON HOSPITAL MEDICAL COLLEGE 


COURSE IN ADVANCED SURGERY 

An EVENING POSTGRADUATE COURSE IN SURGERY for the Final 
Examination of the F.R.C.S. will be held at The —— Hospital 
from MONDAY, 10TH MARCH, to MONDAY, 28TH APR 

The Course will be held on Monday and Wednesda oe evenings 
from 6.30 P.M. to 8.30 P.M. with the exception of Monday, 
7th April, and will be limited to 18 students. 

The fee for the Course will be £12. An entrance fee of £5 5s. 
must be paid by non-London Hospital graduates. 

Applications should be made to The Dean, H. B. May, 
M.D., F.R.C.P., The London Hospital Medical College, Turner- 
street, E.1. 

UNIVERSITY OF LONDON 

A LECTURE entitled “‘The Pharmacological Classification of 
Central Nervous Depressants’’ will be delivered by r. + 
JACOBSEN (Danish Medicinal & Chemical Co., Ltd., Copenh 
at 5.30 P.M. on 7TH JANUARY at the London Hospital Me 
College (Bearstead Lecture Theatre), Turner-street, E.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 


INSTITUTE OF ORTHOPAEDICS 
PROVISIONAL PROGRAMME 
A COURSE OF LECTURES on “ Disorders of the Spine ’’ will be 
- in the Lecture Room at the Institute of Orthopedics, 
oyal National Orthopedic Hospital, 234, Great Portland-street, 





London, W.1, on FRIDAYS at 6 P.M. on the follo dates :-. 
17th Jan. ..ScoliosisI'.. ° . ..Mr. J. I. P. JAMES 
3ist Jan. ..Scoliosis II. os ..Mr. J. I. P. JAMES 
7th Feb. . -Spondylolisthesis ; ..Mr. P. H. NEWMAN 
14th Feb. ..Ankylosing Spondylitis ..Mr. D. TREVOR 


2ist Feb. ..Infections of the Spine..Mr. C. W. MANNING 
c other than Tubercu- 


los 
28th Feb. ..Disc Lesions ..Mr. P. H. NEWMAN 
7th March . .Osteoporosis of the Spine. .Dr. R. Nassim 
14th March .. Tumours of the Spine ..Mr. H. J. BURROws 
2ist March ..Pott’s Disease > ‘ 72. J. A. Gamennan 
28th March ..Pott’s Paraplegia H. J. SEDDO 


, te 4 for the full course will be 3 B.S or for a 2 cingho 
ecture 7s. 3 

Tickets may be obtained on application to the Dean, at 234, 
Great Portland-street. eee 

POSTGRADUATE LECTURES AT 

. ST. MARK’S HOSPITAL 

(in association with the British ,Postgraduate Medical 
Federation ) 


During MARCH, 1958, a series of 5 LECTURE-DEMONSTRATIONS 
will be given at St. Mark’s Hospital on Saturday mornings from 
9.30 to 12. These are intended as a revision course in surgical 
diseases of the rectum and colon for postgraduate students 
— for the F.R.C.S. 


one Subjects 
195 

Ist March .. The Anatomy and Physiol of the Rectum 

ne Colon, Hemorrhoids, Fissure and 
istula. 

8th “ .. Cancer of the Rectum and Anus 

15th he .. Caneer of the Golon: Polyps and Polyposis. 
22nd ee .. Ulcerative Colitis. 
29th Diverticulitis: Rectal Prolapse 


At least 2 of the members of the st: ot St. Mark’s 
Hospital will be present on each occasion to take part in the 
teaching. 

Not more than 20 students will be accepted. 

The fee for the whole 5-week course be Sa 5 

Application for admission should be made to the Dean, Dr. 
: Ys aaa DUKEs, at St. Mark’s Hospital, City- Lr, London, 

LONDON SCHOOL OF MEDICINE AND TROPICAL 

MEDICINE 





POSTGRADUATE ACADEMIC DIPLOMA IN BACTERIOLOGY 

The CouRSE for the Postgraduate Diploma in Bacteriol 
for the session 1958-59 will commence in October, 1958. This 
a full-time day course extending over 1 academic year. Fee 
for the course £73 10s. 

The course may be taken by 

(a) Graduates cM medicine or > vabertnesy science desiring to 
ons bacteriology as applied to medicine and hygiene ; 

(b) Graduates hh science with a first- or second-class honours 
degree in chemistry, or its equivalent. For such students, the 
course covers the fields of general bacteriology, chemical micro- 
biology and industrial me na eg gs 

Applications for admission to the Diploma course must be 
received not later than Ist March, 1958. 

Further information and application forms can be obtained 
from the Registrar, London School of Hygiene and Tropical 
Medicine, Keppel-street, W.C.1. 
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THE NUFFIELD FOUNDATION 
NUFFIELD INSTITUTE FOR MEDICAL RESEARCH 


RESEARCH FELLOWSHIPS 

The Nuffield Foundation, as an experiment, 
1 Research Fellowship annually in each of the 3 years 1958, 
1959, and 1960, tenable at the Nuffield Institute for Medical 
Research at Oxford, to enable a suitably qualified person who 
intends to follow an academic career in obstetrics or peediatrics 
in the United Kingdom to concentrate for a year on animal 
experiments directly related to basic physiology or pharmacology 
in the foetus or the newborn. 

Each fellowship will be tenable for 1 year and is limited to 
graduate of medicine of a University within the British Common- 
wealth. Normally a candidate should have completed an appoint- 
ment as Registrar (or its equivalent) in an approved department 
of obstetrics or peediatrics, and also have obtained the higher 
qualification appropriate to his chosen specialty. The stipend 
will be within the approved range of salaries for Senior Registrars 
under the National Health Service. 

Applications for the award beginning in 1958 must be received 
before 15th February, 1958, by the Director, The Nuffield 
Foundation, Nuffield Lodge. Regent’s Park, N.W.1, from whom 
full particulars and application forms can be obtained. 

L. FARRER-BROowN, Director of the Nuffield Foundation. 
IMPERIAL COLLEGE OF SCIENCE 
AND TECHNOLOGY 


is prepared to offer 


A COURSE of 8 LECTURES on “ Microscopy " will be given by 
B. K. JOHNSON on TUESDAYS and THURSDAYS at 4 P.M. com- 
mencing TUESDAY, 28TH JANUARY, 1958. 

This will be followed by a course of Practical Instruction, 
commencing 24th February, 1958, until 21st March. 

Application for admission to either, or both of these courses 
should be made to the Registrar, Imperial College, Prince Con- 
sort-road, London, S.W.7. 

UNIVERSITY OF TORONTO 


MEDICAL RESEARCH AND IN PREVENTIVE 
MEDICINE 

The Col. Sir Albert Gooderham Memorial Fellowship in the 

( + Medical Research Laboratories, University of Toronto. 
Fitzgerald Memoria] Fellowship in the School of Hygiene, 

U sbvunatie of Toronto. 

P Available to graduates in Medicine or Science—stipends up to 

5900 p.a. 

‘or information write to the Director, Connaught Medical 
Research Laboratories, or the Director, School of Hygiene, 
University of Toronto. 

THE ROYAL MARSDEN HOSPITAL AND INSTITUTE 
OF UROLOGY. Applications are invited for a full-time RESEARCH 
FELLOWSHIP with the status and pay equal to Senior Regis- 
trar in the Radiological Departments of the above Institutions. 
Candidates should hold a diploma in radio-diagnosis and should 
be prepared to carry out research work in urology and in the 
diagnosis of malignant diseases. Exceptional facilities are avail- 
able including image intensification and cineradiography. 

—— should be sent to the House Governor, Royal 
Marsden Hospital, 8.W.3. The Departments may be visited by 
direct appointment. 

UNIVERSITY OF ABERDEEN. Applications are invited 
for oe poring : 

sECTURESHIP IN BACTERIOLOGY. Candidates should 
prefe sale have experience of virus work. Salary for medical 
aly ory on scale rising to £1900 or for science graduate rising 
to £1650. 

GEORGINA McROBERT FELLOWSHIP. 
gation of the cause, prevention and treatment of cancer. 
on scale £800—£50-£1100. 

Both posts are open to men or women holding medical or 
science degrees and carry F.S.S.U. and child allowance. 

Particulars from the Secretary, The University, Aberdeen, 
with whom applications should be lodged by 14th February, 1958: 

For the Lectureship—(8 copies) 

For the Fellowship—(14 copies) 
UNIVERSITY OF BRISTOL. Applications are invited 
for an appointment as DEMONSTRATOR IN PATHOLOGY. 
Salary scale £900-—£50-—£1100 p.a. according to qualifications and 
experience. Previous experience in pathology is not necessary. 
The duties include assistance with the teaching of medical and 
dental students and general pathology for veterinary students, 
and the conduct of autopsies. Facilities for research and experi- 
ence of diagnostic histology are available. 

plications, giving full name, age, 

of education and experience, together with the names of not more 

than 3 referees, should reach the undersigned, from whom 

a partic ulars may be obtained, on or before 11th January, 
H. C. BurrerFiIeLp, Registrar and Secretary. 


eau OF DURHAM (Medical School, King’s 
COLLEGE, NEWCASTLE UPON TYNE) AND UNITED NEWCASTLE 
UPON TYNE HOSPITALS. The University of Durham and the 
Board of Governors of the United Newcastle upon Tyne Hos- 
pitals together, intend to make a combined whole- time oo 
ment of PROFESSOR OF DERMATOLOGY AND CON- 
SULTAN1 DERMATOLOGIST, with the special object of 
fostering research and clinical ‘development in dermatology. 
During the first five years the holder of the dual appointment 
will be remunerated as a Consultant by the Board of Governors 
and his appointment with the University will be honorary. 
At the end of this period he will be paid as a Professor by the 
Council of King’s College, Newcastle upon Tyne, on behalf of 
the University and will hold an honorary appointment as Con- 
sultant with the Board of Governors. 

Applic ations are invited for the dual appointment, further 
particulars of which may be obtained from the undersigned with 
whom 16 copies of app ic vation should be lodged not later than 
Ist May, 1958. Candidates outside the British Isles may submit 
1 copy only BETTENSON, Registrar. 


FELLOWSHIPS IN 


For the investi- 
Salary 


U niversity Office, 46, North Bailey, Durham. 
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ST. MARY’S HOSPITAL MEDICAL SCHOOL. Appli- 
cations are invited for the Rey of ASSISTANT LEC- 
TURER IN MORBID ANA MY for a period of 3 years from 
Ist February, 1958, or i om as possible thereafter. Salary 
scale £900-—£100-—£1100, ther with superannuation and 
children’s allowance. Cons erable time available for experi- 
mental work. 

Application (2 copies), with the names of 2 referees, should 
be sent by 15th January, 1958, to the Secretary, St. Mary’s 
Hospital Medical School, from whom further particulars may be 
obtained. : x ms 4: st 
UNIVERSITY OF LONDON. The Senate invite applica- 
tions for the CHAIR OF PASDIATRIC SURGERY tenable at 
the Institute of Child Health (salary within the range £2500- 
£3000 a year). 

Applications (10 copies) must be received not later than Ist 


March, 1958, by oe Academic Registrar, University of London, 
Senate House, W.C.1, from whom further particulars may be 
obtained. 


UNIVERSITY COLLEGE, Ibadan, Nigeria. “Faculty o 
Medicine. Applications are invited for SENIOR LECTURE 
SHIP AND LECTURESHIP IN RADIOLOGY. eek 
to commence as soon as possible, for 3 years in instance. 
Successful candidates will offered honorary consultant 
appointments by Board of Management of University College 
Hospital. 

Salary scales (clinical): 

Senior Lecturer: £1850—£100-£2450 p. > 

Lecturer: £1700-£100-€2100 p 

Allowance for up to 3 children, 250" wy a. per child resident in 
Nigeria, £100 p.a. per child resident elsewhere. Part eets 
accommodation at rent not exceeding 7.7 % of sa 
for member of staff, wife and up to 3 3 children under foe oF r-nig 
on appointment, overseas leave and termination. 

Outfit allowance £60. 

Detailed applications (10 copies), naming 3 referees, by 
3rd February, 1958 to Secretary, Senate Committee on Colleges 
Overseas in Special Relation, Ringe of London, Senate 
House, London, W.C.1, from whom further particulars may be 
obtained. ow 
UNIVERSITY OF MELBOURNE. Medical Professorial 
UNIT, ST. VINCENT’S HOSPITAL. Applications are invited for the 
posts of FIRST ASSISTANT and SECOND ASSISTANT in 
the above unit. The appointments will be _ —_ and will 
involve the care of patients, teaching and research 

Salaries, depending on experience: 

First Assistant—£A2500-£43000 By 

Second a ay a e* 

Superannuation is similar to F.S 

The appointments will be for 3 ane in the first instance and 
will be renewable. The positions are now vacant, but suitable 
starting dates will be arranged with the successful a pp licants. 
Applicants must hold a postgraduate degree or Dip oma in 
Medicine. Applicants for the position of First Assistant should 
state whether they wish to be considered for the post of Second 
Assistant if not successful in their original application. 

Further particulars may be obtained from the Rossetecz, 
Association of Universities i. the British Commonwealth, 
Gordon-square, London, W.C.1 res close in yp 
and London on 15th February, 195 


Hospital Services: Senior Appointments 


QUY’S HOSPITAL. The Board of Governors invites 
applications ~ the appointment of an ASSISTANT SURGEON 
in the Genito-Urinary Department to fill a vacancy which will 
occur in July, 1958. The appointment is of consultant status 
and 4 attendances will be required per week. The conditions of 
service will be in accordance with the terms and conditions of 
service of hospital medical staff 

Applications (1 copy), together with the names of 3 referees, 
should be lodged _— the Superintendent, Guy’s iegpttel. 
London Bridge, S.E.1, not later than 20th January, 1958. In 
accordance with Statutory Instrument No. 1259 of the National 
Health Service regulations, canvassing members of the Board 
or Advisory Appointments Committee will lead to disqualifica- 
tion. 

HOSPITAL OF ST. JOHN AND ST. ELIZABETH, N.W.8. 
AR »plications are invited for the t of HONORARY ASSIST- 

‘T OBSTETRICIAN AND GYNZCOLOGIST to the above 
Hospital. Wide experience and higher qualifications are essential. 

Applications (30 copies) should be sent to the undersigned on 
or before Monday, 10th February, 1958. TeStimonials are not 
required but the names of 3 persons willing to act as referees 
should be furnished. Sister MARY CLARE, Secre 

Hospital of St. John and St. Elizabeth. 

60, Grove End-road, London, N.W.8. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
prea, BOARD. 

. CONSULTANT RADIOLOGIST (diagnostic) 3 half- we vt 
a oe Thursday, Friday and Saturday morn Willes 
General Hospital, —y~ road, N. oe - (127 Beds). 

Applications before 3rd February. 

2. ASSISTANT PATHOLOGIST - (Senior Hospital Medical 
Officer grade), 4 half-days a week, Clare Hall Hospital, South 
Mimmas, near Barnet (405 eds for tuberculous and non-tuberculous 
chest diseases, —s c thoracic surgical unit). 

Applications before 5th Februa 1958. 








3. ASSISTANT Psy ‘HIATRIS T, whole-time, Senior Hos- 
yital Medical Officer grade, Hill End Hospital, St. Albans (760 
Accommodation 


eds ). oe given to research. 
available for single candidate. 

Applications before 11th February, 1958. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to Secre- 
tary, North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1. 
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SOUTH EAST METROPOLITAN REGIONAL HOSPI- 
TAL BOARD. Applications are invited for an appointment as Part- 
time CONSULTANT OPHTHALMIC SURGEON to undertake 
6 notional half-days a week in the Mid Kent and Medway and 
Gravesend Groups of hospitals. The successful candidate will be 
required to reside in the Mid Kent area, where the main duties 
(5 notional half-days) will be undertaken. Extensive experience 
in the specialty, ne major ophthalmic surgery, is essential 
and the possession of a higher qualification is desirable. The 
pointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales). Candidates may visit the hospitals concerned. 

Apply, stat nationaljty, age, sex, qualifications and experi- 

ence, including etails of present appointment and of war service, 
together with the names and addresses of 3 referees, to: The 
Secretar Advisory Appointments Committee, South East 
Metropo. tan Regional Hospital Board, 11, Portland- -place, W.1, 
not later than 18th January, 1958. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Appii- 
cations are invited from duly qualified medical practitioners for 
the whole-time post of DEPUTY SENIOR ADMINISTRATIVE 
MEDICAL OFFICER at a salary of £1900—£100(5)-£2400 p.a. 
subject to National Health Service (superannuation) regulations. 
Experience in hospital administration essential; D.P.H. an 
advantage. Duties: to assist the Senior Administrative Medical 
Officer in the planning, organisation and staffing of the hospital 
and specialist services of the region and such administrative and 
executive functions as may be assigned to him. 

Applications (15 copies), stating qualifications and experience, 
together with the names of 3 referees, should be addressed to the 
Secretary of the Board (from whom further particulars of the 
post may be obtained) at 10, Augustus-road, Edgbaston, Bir- 
mingham, 15, by 25th January, 1958. Canvassing will disqualify. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT PSYCHIATRIST, St. George’s Hospital, 
Stafford. Salary £1653-£2126 p.a. Experience specialty with 

aes M. required. Resident—house available. 

lications (15 copies), stating, name, age, nationality, 
guia cations, present and previous appointments and details of 
referees, to Secretary, 10, Augustus-road, Birmingham 15, by 
3rd February, 1958 
LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited from medical practitioners for the appointment of 
REGIONAL PSYCHIATRIST (salary scale £2300-£115(5)- 
£2875). The person appointed will be engaged wholly on admin- 
istrative duties on the staff of the Senior Administrative Medical 
Officer and will be concerned primarily with the Mental Health 
Services in the Region. Candidates should hold a higher medical 
qualification and preferably the D.P.M. They should have wide 
experience in general psychiatry, mental hospital administration 
and/or community health. 

Applications (12 copies), with full details of qualifications and 
experience, together with the names and addresses of 3 referees, 
to the Secretary, Park Parade, Harrogate, by 31st January, 1958. 





LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment of CONSULTANT 
PACDIATRICIAN of junior status for duty initially at the Royal 
Liverpool Children’s Hospital. The appointment is for 3 notional 
half-days a week and the duties are mainly in cardiology. Can- 
didates must possess a registrable qualification and F.R.C.P. or 

.R.C.P. (London, Edinburgh or Lreland). 

Detailed applications, giving full particulars of age, qualifica- 

tions, &c., present and previous appointments, and the names of 
3 referees, should reach the Secretary, 80, Rodney-street, Liver- 
pool, 1, by 25th January, 1958. 
LIVERPOOL REGIONAL HOSPITAL BOARD. SOUTH- 
PORT PROMENADE HOSPITAL. a are invited for the 
post of part-time CONSULTANT E.N.T. SURGEON giving 2 
notional half-days per week at the above ——— from Ist April, 
1958. Applicants should possess a pigher qualification in surgery 
and have wide experience in E.N.T. rae? 

Forms of application from Dr. T. Be Hughes, Senior Ad- 
ministrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 25th January, 1958. 

VINCENT COLLINGE, Secretary to the Board. 


LIVERPOOL REGIONAL HOSPITAL BOARD. RAINHILL 
HOSPITAL. Applications are invited for the post of Whole-time 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical Officer) 
with duties at the above Hospital includi attendance at out- 
patient clinics outside the hospital. The applicants should possess 
the D.P.M. and have reasonable experience in psychiatry includ- 
ing practical knowledge of outpatient work. The post is tenable 
from ist April, 1958. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not fi 
than 25th vice 1958. 

INCENT COLLINGE, Secretary to the Board. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
OPHTHALMOLOGIST (Senior Hospital Medical Officer status) 
for Sunderland and Hartlepools Gow of hospitals. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, immediately. 








SHEFFIELD REGIONAL HOSPITAL BOARD. Whoile- 
time CONSULTANT PATHOLOGIST required for the Boston 
Group of hospitals. 

A plication forms and further details from the Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
1 agama -road, Sheffield. Forms to be returned by 3rd February, 
VANCOUVER, CANADA. BRITISH COLUMBIA 
CANCER INSTITUTE. 2 RADIOTHERAPISTS required. Salary 
range, $10,000-$16,000 p.a. depending on experience. 

Applicants may write or interview Dr. A. M. Evans at the 
Dorchester Hotel, Park-lane, London, from 8th January to 
25th January, 1958. 











SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time . ASSISTANT paw N.T. SURGEON at Stobhill General 
Hospital, Glasgow. Salary - age 32 and over) on the scale 
£1653 15s. 252° 10s.-£2126 5 

Applications (16 Pom mse stating date of birth, qualifications, 
experience, present a ————. and the names of 3 referees, td 
reach the Secretary, Vestern Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 


Hospital Services: Junior Appointments 


BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
E.2. HOUSE SURGEON ( ology ood Obstetrics), pre- 
registration post, vacancy 24th January, 1958 
Applications, stating experience and copies of 2 testimonials, 
to Hospital Secretary. 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
E.2. HOUSE PHYSICIAN pre-registration post, vacancy 
—_ January, 1958. 
Applications, mn experience and copies of 2 testimonials, 
to Hospital Secre 
BROMPTON HOSPITAL §8.W.3. Applications invited for 
post of TEMPORARY MEDICAL REGISTRAR (whole-time). 
Salary within the Registrar grade. Appointment is for 1 year and 
involves duties at a chest clinic under the South W Metro- 
politan Regional Hos: A ee Board as well as Brompton Hospital. 
ae ‘must hold the M.R.C.P. diploma or the M.B. of a 
university 
Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, 
by llth January, 1958, to KenneTH A. F. MILes, House 
Governor. 
CENTRAL MIDDLESEX HOSPITAL. vy LSpouets N.W.10. 
RESIDENT HOUSE OFFICER required in Pediatric Depart- 
ment. Post-registration appointment. Sete for D.C.H. 
Appointment from Ist February, 1958. 
Applications, with 2 testimonials, to Medical Director by 
llth January, 1958. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER in General Medicine required, wit 
duties mainly in the Geriatric Department. Good facilities for 
a her examination, and insight into working of General Practice. 
yhole-time Semen Ay for .6 months in first instance. Post 
bekns Ist Fe 
Applications, with 2 testimonials, to Medical Director by 11th 
January, 1958. FS 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR ao egg Awe required in Department of Obstet- 
rics and Gynzco CY: appointment recognised 
for Pp. Obst. RCO Cc. x rT ONL R. 0.G. Post vacant Ist February, 


1958 

Applications, with 2 testimonials, to Medical Director by 11th 
January, 1958. 
DULWICH HOSPITAL, East Duiwich-grove, 8.E.22. 
Applications invited for appointments as HOUSE OFFICERS 
(general surgical duties). Recognised pre-registration posts 


vacant eg HE 
detail, ith nas ualifications and previous post (if any) 
with names 2 referees or copy testimonials, to Group 
retary, Camberwell Hospital anagement Committee, 
Dulwich Hospital. 
FULHAM HOSPITAL, St. Dunsfan’s-road, Hammer- 
smith, London, W.6. 
HOUSE SURGEON (2 vacancies). Provisional resem 
En e — App pHa recognised for F. 
USE aes sictaN (3 vacancies). Provisionally Oa 
conthaates eligi 
yeh oy - lst February, are resident, and are 
— to 6 months. 

Lk ey mene by 13th January, on forms obtainable from the 
Hospital Secretary. (117 L.) Ne ONY oa 
GUY’S HOSPITAL AND THE SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited to 
— the established vacancy for a SENIOR REGISTRAR 4 

ostic Radiol to the Board of Governors of Guy’s Hos- 

nite and the South East Metropolitan Regional Hospi Board, 

n the Bromley Group, on an exchange basis d a 4-year 
toons of the post. he appointment will be made ey by 
the bodies concerned. The post, which will be reviewe 
is subject to the terms and conditions of service of ei 
medical and dental staff A - omaa and Wales) with duties com- 
mencing on Ist March, 

Forms of application a > obtainable, from and should be 1 “ 
with, the Superintendent, Guy’s Hospital, London Bri 
S.E. i, not later 4 than 25th January, 1958. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21. HOUSE a age By Vacant 1 January, 
1958. Duties mainly ort: with some E.N.T. and emer- 
gency general surgery. eee operating-theatre, ——— and 
casualty department. Post d for pre-registration service. 

Applications, with copies of 3 testimonials and name and 
address of 1 referee, to Hospital Secretary. 
HOSPITAL FOR Sommely’ yn Ra re any 3 a, 
to the Middlesex cree Applica a, are ited for 
full-time post of Riss DENT SENIO GYNECOLOGICAL 
HOUSE OFFICER, vacant on Ist faa 1958. Appointment is 
for 6 months but the holder can apply for an extension of 6 
n accordance with the terms laid down for 
medical and dental staffs, less a deduction of £150 p.a. for 
a emoluments. The appointment is recognised for the 


poo 0.G. examination. 
age, nateonehy, qualifications and 


pplications, stating 
rence, supported . the names and addresses of 2 referees, 






































wont reach the undersigned not ate ee Wednesday, 15th 
January. C. EMERY, Secretary. 
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HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invite 
from suitably qualified medical practitioners for the post of 
CLINICAL ASSISTANT to the Ophthalmic Department (part- 
time Medical Officer grade) for 2 sessions a week, Wednesday 
oo and Friday mornings. 

Application forms may be obtained from the Secretary, to 
whom they should be returned immediately. 

HITHER GREEN HOSPITAL, London, 8.E.13. Lewisham 

GROUP HOSPITAL MANAGEMENT COMMITTEE. Applic ations are 

invited for the post of SENIOR HOUSE OFFICER (infectious 

diseases and general medicine), vacant 30th January. The 
appointment is tenable for 1 year ahd may be either fully resident 
or resident only when on duty. 

Applications, stating age, qualifications and experience, with 
copy of testimonials or — of referees, to the Group Secretary 
at Lewisham Hospital, S.E.1 
CEWISHA GROUP HOSPITAL MANAGEMENT COM- 
MITTE Apaiic ations are invited for the post of SENIOR 
HOU SE OFFICER to the E.N.T. Surgical Unit of the above 
group of hospitals. The appointment, which is vacant immedi- 
ately, will include the care of a special inpatient unit of 50 Beds 
dealing with all types of surgery in the specialty at Hither Green 
Hospital. 

Applications, stating age, qualifications and experience, with 
copy testimonials or names of referees, to the Group Secretary 
at Lewisham Hospital, London, 8.E.13. 

LEWISHAM HOSPITAL, London, S8.E.13. Applications 

are invited for the post of SENIOR HOUSE OFFICER (urology), 

vacant 27th January and recognised for 6 months’ training for 

F.R.C.S. Salary £8319 10s. p.a., less £150 for emoluments if 

resident. 

Applications, stating age, qualifications ead experience, with 
copy testimonials or names of referees, to the Group Secretary, 
Lewisham Hospital, 8.E.13. 

MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, Hamp- 

stead, N.W.3. HAREFIELD AND NORTHWOOD GROUP HOSPITAL 

MANAGEMENT COMMITTEE. RESIDENT MEDICAL OFFICER 

(Senior House Officer grade) required immediately. 
Applications, with copies of testimonials, to the Administrative 

Officer by the 14th January, 1958. 

MIDDLESEX HOSPITAL, W.1. Applications invited for 
ost of oo . HOUSE OFFICER at St. Luke’s-Woodside 
Jospital, N.10, vacant Ist April. This is the inpatient depart- 

ment of psye hological medicine of the Middlesex Hospital and is 

recognised for part of the oe for the D.P.M. examination. 

Forms of application obtainable from Deputy Superintendent, 
The Middlesex Hospital, should be returned naming 2 referees by 

3lst January. 

MIDDLESEX HOSPITAL, W.1. Applications invited for 

post of SENIOR REGISTR AR in Angesthetics. 

Rules and application forms obtainable from Deputy Superin- 
tendent should be returned, naming 2 referees, by 31st January. 


a egret MISSION HOSPITAL, Austin-street, London, 
E.2. lications are invited for the pre-re registration »0st of 
RESIDE NT HOUSE SURGEON (post recognised for F.R.C.S.), 
vacant on 31st January, 1958. Candidates should be in sympathy 
with the evangelical Christian aims of the Hospital. 

Applications and references to be addressed to the Medical 
Superintendent as soon as possible. 
NORTH MIDDLESEX HOSPITAL, London, N.18. 
CASUALTY OFFICER (Senior House Officer grade). 6-months 
appointment, starting 5th February, 1958. Non-resident post. 
Recognised for F.R.C.S. 3 Casualty Officers employed; duties 
include service with the 3 main surgical units. 

Applications, stating age, qualifications, experience, together 

with copies of recent testimonials and/or names of 2 referees, to 
Hospital Secretary, by 15th January, 1958. 
NORTH MIDDLESEX HOSPITAL, London, N.18. Appli- 
cations are invited from pre- and post-registration candidates for 
the post of RESIDENT OBSTETRIC AND GYN AX COLOGICAL 
HOUSE SURGEON. 6-months appointment from Ist February, 
1958. Post recognised by R.C.O.G. for diploma and as a com- 
bined post for membershi Candidates must have held house 
appointment in either — A or surgery. Large Obstetric and 
Creamer Department. 

Applications (in own handwriting), giving full postions 
together with copies of recent testimonials, to Hospital Secretary 
by 11th January, 1958. 

PRINCESS BEATRICE HOSPITAL, Eari’s Court, S.W.5. 


SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD... 


SURGICAL REGISTRAR (general surgery). Resident. 

Application forms from the Group Secretary, St. Luke's 
Hospital, Sydney-street, Chelsea, S.W.3, to be ——— within 14 
days. (Enclose stamped addressed foolsc ap envelope. ) 

UEEN ELIZABETH HOSPITAL FOR CHILDREN, 

ackney-road, E.2, Shadwell, E.1, BANSTEAD, SURREY. HOU SE 
OFFICER appointment for 2 consecutive periods of 6 months, 
commencing Ist March, 1958, first period House Physician, 
Shadwell, second period House Surgeon, Banstead, and Casualty 
Officer, Hac kney-road. 

Application forms may be obtained from the Secretary at 

Hac ney-road, and should be returned with copies of not more 
than 3 testimonials, not later than 17th January, 1958. 
ST. ANDREW'S HOSPITAL, Bow, £.3. Senior House 
OFFICER (orthopedic, E.N.T. and emergency general surgery ) 
required. Post recognised for 6 months’ training in general 
surgery for F.R.C.S. 

Applications, with copy of at least 1 testimonial, to Group 
Secretary, Bow Group Hospital Management Committee, 
2a, Bow-road, London, E.3, immediately. 

ST. GILES’ HOSPITAL, Camberwell, 8S.E.5. House 
OFFICER (orthopedic duties) required. Recognised pre- 
registration post vacant now. 

Applications, with names of 2 referees or copy testimonials, 
to Group Secretary, Camberwell Hospital Management Com- 
mittee, Dulwich Hospital, East Dulwich-grove, 8.E.22. 


Ad 








ROYAL FREE HOSPITAL. Applications are invited for 
3 ASSISTANTS in the Department of Pathology. The su 
candidates will be required to work under the direction of the 
Professor of Pathology and assist in the routine work in morbid 
anatomy, and also assist in a research project, either on liver or 
ischeemic heart disease. The appointment will be made for 1 year 
in the first instance, commencing Ist April, 1958, and preference 
will be given to candidates with a postgraduate degree and 
previous experience in pathology ; these latter 2 qualifications are 
not essential, and the appointment can be considered as a training 
post. Salary will be £935 p.a. and will 7 superannuation. 

Ae lications should be sent to the Professor of Pathol 

Free Hospital, Gray’s Inn-road, a W.C.1, with he 

nemes of 2 referees, before lst March, 1958 
ROYAL By ‘HOSPITAL, Fulham-road 8.W.3. 
Applications invited for the post of REGISTRAR or 
ski VIOR REGISTRAR (E.N.T. pn og a The post which 
is for 4 sessions a week on fixed days is for 1 year, the holder 
ee = for reappointment. Candidates must hold the Diploma 
of F.R.C 

Application forms are obtainable from the House Governor, 
to whom applications, together with names of 3 referees, should 
be sent not later than 10th January. 
ROYAL NORTHERN HOSPITAL zpeltower,., N.7. Appli- 
cations are invited for the post of SEN YIOR HOUSE OFFICER 
(orthopeedic) vacant beginning February, 1958. Occasional 
a duties. Recognised for F.R.C.S 

lications, with copies of recent A to be sent to 

the ospital Secretary by 14th January 1958. = 
ST. JAMES’ HOSPITAL, Baiham, London, 8.W.72. 2 
HOUSE PHYSICIANS required. 1 post vacant on 21st Jamey 
ae registration candidates); the other post vacant on 13 

bruary (pre-registration candidates eligibl 

Applications to Group Secretary, Wandsworth Hospital Group, 
at above address by 13th January, stating age, qualifications, 
experience and names of 2 referees. 
ST. JAMES’ HOSPITAL, Baiham, London, 8.W.12. 
HOUSE SURGEON (gynecology). Post vacant 9th March. 

Applications, stating age, q fications, experience and names 
of 2 referees, to — Secretary, Wandsworth Hospital Group, 
at above address by 15th January. | 
ST. JOHN'S HOSPITAL FOR DISEASES OF THE SKIN, 
Lisle-street, Leicester-square, London, W.C.2. Applications are 
invited for the post of ¥ Vhole- time REGISTRAR in the Depart- 
ment of Pathology. rson appointed will have special 
facilities to study histo ied ogy of the skin. Previous experience 
in pathology desirable but not essential. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to the Secretary to the 
Board of Governors by 10th January, 1958. 











ST. THOMAS'S HOSPITAL and the SOUTH WEST 

METROPOLITAN REGIONAL HOSPITAL BOARD. (Joint appointment. ) 

Whole-time SENIOR REGISTRAR to the Children’s De ya 

ment at St. Thomas’s and the Lambeth Hospitals. For 1 

in the first instance from Ist April, 1958. 8 sessions per wee: +4 

o> bob gaa Hospital and 3 sessions per week at the Lambeth 
ospita 

Applications (7 copies), naming 3 referees, to Clerk of the 
Governors, Thomas’s Hospital, London, 8.E.1, by 17th 
January, 1958. 
UNIVERSITY By “HOSPITAL, Gower-street 
W.C.1. Applicat: ons are invited for the appointment o 
GERIATRIC RE r¢ ISTRAR for 1 year in the first instance from 
Ist March, 1958. 

Applications, with the names of 2 referees, to T. F. W. 
MACKEOWN, Administrator and Secretary, by 17th January, 1958. 
oh tg COLLEGE HOSPITAL, QGower-street, 
Ww.c. pplications are invited for the post of Whole-time 
SE NIOR’ .1 SGISTRAR in Anesthetics from Ist March 1958 
(non-resident). The post is interchangeable with a Senior 
Anesthetic Registrarship at the Hospital for Sick Children, 
Great Ormond-street, for periods of 6 months. 

Applications, with names of 2 referees, to T. F. W. MACKEOWN, 
Administrator and Secretary, oe eh an January, 1988. 

WEST LONDON HOSP ammersmith-road, 
London, W.6. RESIDENT HOU sai 8U ROEON (general and 
genito-urinary) required end January. -registration candi- 
dates considered. 

Applications, stating age, qualifications, experience, copies 2 

recent testimonials, to Secretary, by 11th January. 
ALTON GENERAL HOSPITAL, Alton. (136 Beds—acute 
general.) RESIDENT HOUSE SURGEON required for general 
surgical duties. Post suitable for pre- tion candidates. 
Vacant immediately. Recognised for F.R.C.S. 
appointment. 

Applications and copies of testimonials to the Hospital 
Secretary. i Ore ae re ee 
ALTRINCHAM GENERAL HOSPITAL. Assistant Senior 
SURGICAL OFFICER (Junior Hospital Medical Officer grade). 
Applications are invited for this post in a hospital of 130 acute 
beds with a busy Casualty Department. The appointee would 
be required to exercise control of this Department and also to 
assist Resident Surgical Officer with the general surgical a 
of the hospital. The post offers excellent opportunities of 
tical experience and postgraduate study to suitably qua fled 
candidates and particularly those studying for higher surgical 
qualifications. 

Applications, with names of 2 referees, to Group Secretary, 
North and Mid-Cheshire > Management Committee, 
Sinderland Road, Altrincham, C 


BARNSLEY. BECKETT HOSPITAL. neentene a are 
invited for the post of RESIDENT HOUSE $e. surgi- 
cal), pre-registration post. Vacant now. The post aan ines 
facilities for gaining experience. 

Applications, naming 2 referees, to the Group Secretary, 
—a— Hospital Management Committee, 33, Gawber-road, 
Barnsley 
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AYLESBURY. BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER in the National 
Spinal Injuries Centre. This post offers apart from experience in 
general surgery and medicine, specialised experience in neurology, 
urology, physical medicine and rehabilitation. 

‘ull details of the duties can be obtained from the Administra- 
tive Officer, Stoke Mandeville Hos ame to whom applications 
should be sent by 31st January, 195 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration); vacant now. 
The Hospital serves a wide area of pleasant covtntryside and the 
post affords good opportunity to study excellent clinical material. 

Apply to Group Secretary, 19, Alexandra-road, Barnstaple. 
BEDFORD GENERAL HOSPITAL. (436 Beds.) Resident 
pre-registration HOUSE PHYSICIAN required end January. 
Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Group Secretary, Bedford Group Hospi- 
tal Management Committee, 3, Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) SENIOR HOUSE OFFICER in Obstetrics and 


Gynaecol Vacant soon. Hospital has Maternity Unit of 
22 beds an at + eo tan Annexe of 18 beds. Married quarters 
may be available. 


Detailed applications to Group Secretary. 
BEVERLEY, YORKSH WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE PHYSIC IAN (House Officer or Senior 
House Officer grading according to experience). 

Apply Group Secretary. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons. ) HOUSE 
SURGEONS (resident). Vacant January/February. Hospital is 
largest traumatic unit in country and treats over 50,000 new 
— each year. Recognised for purpose of casualty by R.C.S. 
(Eng.). Teaching programme by consultant staff. 6-month 
appointment, some of which may be spent in 42-Bedded Medical 

esearch Council’s Burns t. 

ETA 2 referees, to Administrator. 
BIRMIN AM, 18. ALL SAINTS’ HOSPITAL. ~ Senior 
HOUSE OFFIC ER (resident) required (Male or Female). The 
Hospital is associated with Birmingham University for candies 
of psychiatry. Training for Diploma in Psychological Medicine 
provided. 

Applications, to the Medical 
Superintendent. 
BIRMINGHAM, 


stating age, qualifications, 
18. DUDLEY ROAD HOSPITAL. 
SENIOR HOU SE OFFICER in Obstetrics mre Gynecology 
required Ist March, 1958. Recognised for M.R.C.O0.G. Depart- 
ment under control of 3 Consultant Obstetricians and has 115 
=~ pad beds with 100 neonatal cots and 60 gynecological 
eas 
Detailed applications to Group Secretary with copies of 3 
recent eee 
BIRMINGHA LITTLE BROMWICH GENERAL 
EOSPITAL. HOU Ode SHY SIC IAN (Male/Female). Vacant 12th 
January, 1958. Pre-registration post. 
Apply Physician-Superintendent with copies of 2 testimonials 
or names of referees. 
BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. HOU SE SURGEON (Male/Female). Vacant 7th 
January, 1958. Pre-registration post. 
Apply Physician-Superintendent with copies of 2 testimonials 
or names of referees. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. The following resident appointments are available for 
the 6-month period commencing 7th January, 1958. Recog- 
nised for pre- a candidates but registered medical 
practitioners may apply 
The Queen E lizabeth Hospital 
HOUSE SURGEONS (2) to the E.N.T. Department. One 
of these posts is interchangeable with the Surgical Professorial 
Unit for the last 3 months of the appointment. 
General Hospital 
HOUSE SURGEON to the Casualty Department, with duties 
also to the Orthopeedic Surgeon. (The last 3 months of this 
appointment will be served as House Surgeon to the Urological 
Surgeon at the Queen Elizabeth Hospital.) 
IOUSE SURGEON to the Gynecological Department. 
HOUSE SURGEON to the E.N.T. Department. 
Children’s Hospital 
HOUSE SURGEONS (2). These posts rotate between the 3 
main crest wards, to give experience in all branches of surgery. 
nd Nerve Hospital 
HOU SE PHYSICIAN (or Senior House Officer). This appoint- 
ment is recognised as a = post for the D.P.M. (Conjoint) 
in psychiatry and neurology 
Forms of application may be y a te the undersigned. 


Secretary and Princi cipai A Administrative Officer. 
The United Birmingham Hospitals 

The Queen Elizabeth Hospital, Birmingham, 1 5. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required immediately for established Geriatric Department under 
control of Consultant Geriatrician. There are 360 geriatric beds 
at Queen’s Park Hospital, Blackburn, Springfield Hospital, 
Blackburn, and Clitheroe Hospital, Clitheroe. Accommodation 
for married man may be available if required. 

Applications, with names and a of 2 referees, to Group 
Hospital Tenepemets Committee Office, Royal 
i Blackburn. 
BRADFORD CHILDREN’S HOSPITAL, Yorkshire. Senior 
HOUSE OFFICER (Male or Female), vacant lst February, 1958. 
——— for D.C.H. 

pplications, stating age, nationality, qualifications and 

expertence with copy testimonials, to Secretary, Royal Infirmary, 

radfor¢ 





BISHOP AUCKLAND, Co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) HOUSE SURGEON required. Recc 
nised pre-registration appointment. Accommodation available 
for married officer with no children. 

Apply, naming 2 referees, to K. G. T. LuxFroRp, Group 

Secretary, South West Durham Hospital Management Com- 
mittee at the above address. 
BOLTON DISTRICT GENERAL HOSPITAL (Townleys 
BRANCH PSYCHIATRIC UNIT). SENIOR HOUSE OFFICER in 
Psychiatry (resident). Unit is attached to a General Hospital. 
Consultant Psychiatrist in charge. All forms of modern treatment 
in use. Post offers excellent facilities for anyone desiring to 
specialise in Be ychiatry and attend D.P.M. course at Manchester 
University. Hospital also recognised for London and Irish D.P.M. 
Outpatient Clinics in existence. Vacant Ist February and tenable 
for 12 months. 

Applications, stating age, nationality, qualifications, experience 
and the names of 2 referees, to Group Secretary, Bolton and 
: — Hospital Management Committee, The Royal Infirmary, 

olton. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the appointment of REGISTRAR in Pathol 
for — becoming vacant on 4th February, 1958. The success: 
applicant will have opportunities for gaining experience in all 
4 departments of the Laboratory which is recognised for the 
Diploma in Pathology. The post may be resident or non-resident 
as desired. 

Forms of application, obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 

P should be returned to him 


pital, Gloucester-road, Boscombe, 

duly completed, within 14 days of the appearance of this 
advertisement. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 


Shelley-road. nm = ay § AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. pplications are invited for the 
appointment of GENERAL aR JUSE SURGEON. The Pt 
which becomes vacant on 30th January, 1958, is recogriise 
the F.R.C.S. examination and for pre- registration purposes. 
Application to the Hospital Secretary. _ 
HOSPITAL, Quarelia-road, 
lications are invited for the post of 
Pi Hospital is 


BRIDGEND .—g 

BRIDGEND. (381 

SENIOR HOU SE OFFIC tR (anesthetics). 

recognised for the examinations of the F.F.A 
Applications, naming 2 referees, to be Sales to the Group 





Secretary, Glamorgan Hospital Management Committee, 
8, Wind-street, Neath. = 2: POR PR N 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 


(314 Beds.) CASUALTY HOUSE SURGEON required 22nd 
ges Duties include work in Orthopeedic and Traumatic 
Unit. Recognised for pre-registration and F.R.C.S. 
Applications, stating usual particulars and naming two 
referees, to the Administrative Officer, Royal Sussex County 
Ee Bughto mn. 
BR ROYAL SUSSEX COUNTY HOSPITAL. 
SENIOR CASUALTY OFFICER (Junior Hospital Medical 
Officer), non-resident, required immediately, at the above 
Hospital. Recognised ‘tor F.R.C.S. 
Applications as locum or for permanent post, stating usual 
= and the names of 2 referees, to the Administrative 
cer. 





BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) HOUSE SURGEON (ncludi gynecology ) 
recognised for 


— lst February, 1958. Pre-registration an 


Agpricstions, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required 11th February, 1958. Recognised 
for F.R.C.S. and D.O. Successful candidate will be considered for 
senior post ‘(Senior House Officer) on completion of 6 months. 
Applications, stating age, qualifications and experience and 
naming 2 referees, to the Administrative Officer. 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (262 Beds.) Applications are invited for the following 


posts: 

(a) HOUSE OFFICER (pre-registration ) or SENIOR vont gt 
OFFICER for Orthopeedic and Casualty duties ; recognise 
F.R.C.S. (surgical). Vacant January. A Junior Hospital Medical 
C \fficer is also employed. 

(b) Locum tenens HOUSE SURGEONS (pre-registration ) 
required for (i) Gynecological and Obstetric duties and (ii) 
Orthopeedic and Casualty duties for periods during the first 
3 weeks of January. 

Applications, with testimonials or names of 3 referees, to 
Hospital Secretary (Telephone: Bury St. Edmunds 2381). 





BUXTON. ‘DEVONSHIRE ROYAL HOSPITAL. (252 
Beds. ) lications are invited for the post of RESIDENT 
SENIOR OUSE OFFICER, vacant now. This Hospital 


is a large special hospital for the treatment and rehabilitation 
of all types of locomotor disorders. Duties are mainly medical 
and include work in the long-stay unit of the Manchester Uni- 
versity Rheumatism Research Centre. The a is Sponmmipes 
under the regulations for the Diploma in Physical Medicine, 
Part II, and the post also offers good medical experience. 
Ap lications, stating age, experience and eg Ma 





together with the names of 2 persons for reference be 
addressed to the Secretary, Stockport and Buxton iocpital 
Management Committee, 59B, Shaw-heath, Stockport, 
immediately 


BURTON-ON-TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON (orthopedics), for work in Casualty Depart- 
ment, required immediately. Flat available for married officer 
without children. 

Applications to Group Secretary as soon as possible. 
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BURTON-ON-TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON (general—pre-registration) required at the 
above Hospital immediately. Post recognised for F.R.C.S. 

Applications to Group Secretary as soon as possible. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. The Board of Governors of the United Cambridge Hos- 
pitals wish to appoint a DIRECTOR to take charge of a survey 
which is to be conducted to study the demands made upon the 
hospital facilities of the ¢ ‘ambridge area. The appointment will 
be for 2 years at a salary at the rate of £1000 p.a. Applicants 
should have had experience of hospital administration and some 
knowledge of statistical methods. 

Applications, giving details of age, qualifications and experi- 

ence, and the names of 2 referees, to the Secretary to the Board 
of Governors, Addenbrooke’ s Hospital, Cambridge, from whom 
further particulars of the post may be obtained, by 18th January, 
1958. 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(277 Beds.) The post of SENIOR HOUSE PHYSICIAN will 
be vacant at Stodmarsh-road Annexe early in January, 1958; 
duties will include care of 30-Bedded unit of chest diseases, also 
work at the chest clinic and with the pneumoconiosis unit. 
National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOSPI- 
TAL (277 Beds). The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration or third 
post), which is recognised for the F.R.C.S., becomes vacant at 
the end of January, 1958. National Health Service salary and 
conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology 
required. Appointment recognised for M.R.C.O.G. 

‘orm of application from Group Secretary, 44, Cathedral-road, 
Cardiff. 

CARDIFF. ROOKWOOD HOSPITAL, Liandaff, Cardiff. 
JUNIOR HOSPITAL MEDICAL OFFICER (surgical) required. 
National Health Service terms and conditions. 

Apply Medical Superintendent. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in Surgery at the Cardiff Royal Infirmary, to 
commence mid-March, 1958. 

ae forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary,” Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 

CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of pre-registration HOUSE 

“FICER (surgical) (recognised by the Royal College of Surgeons. 
and for pre-registration service), which will become vacant on 
Ist February, 1958. Salary and conditions of service as laid down 
by the Ministry of Health. 

Applications, stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

CHELMSFORD AND ESSEX HOSPITAL. (161 Beds. 
Ap yplications are invited for the post of RESIDENT HOUS 
RGEON. Pre-registration post. The post offers good surgical 
experience. Recognised for the F.R.( 

Applications, together with 2 aaent testimonials, to the 
Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 

CHELMSFORD AND ESSEX AND ST. JOHN’S HOS- 
—- Resident Locum ANASSTHETIC REGISTRAR re- 
quired, 

Applications to Secretary, Chelmsford Hospital Management 

Committee, London-road, ¢ he Imsford, Essex. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (iate 
Botleys Park War Hospital). (430 Beds.) SENIOR HOUSE 
OFFICER ANXSTHETIST 4 7% ; bry 4 1958. Appoint- 
ment recognised for D.A. and F .S. Salary in accordance 
with terms and conditions of Nations VHealth Service. 

Applications, together with names and addresses ot referees, 
to Physician-Superintendent, St. Peter’s Hospital, as soon as 
possible. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL (iate 


Botleys Park War Hospital). (430 Beds.) RESIDENT HOUSE 
SURGEON (Senior House Officer or Intern) required for 
Gyneecological (30 Beds) and E.N.T. (approximately 14 Beds) 
Departments. Salary in accordance with terms and conditions 
of National Health Service. Post vacant Ist February, 1958. 
Applications, together with names and addresses of referees, 
to Physician-Superintendent, St. Peter’s Hospital, as soon as 
possible. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for :— 
Essex County Hospital, Colchester (189 Beds) 
Post of HOUSE PHYSICIAN 
Post of HOUSE SURGEON. Recognised for F.R.C.S. 
First, second, third or pre-registration posts, tenable for 
6 months. 
Biack Notley Hospital, Braintree, Essex (516 Beds) 
Post of HOUSE PHYSICIAN. Includes duties in medical 
and pediatric wards. 
Post of HOUSE SURGEON. Includes duties in 7 sur- 
gical and gynecological wards. Recognised for F.R.( 
First, second, third or pre-registration posts; aad for 
6 months. 
Apes ations, with copies of 3 testimonials, to Group Secretary, 
Cole nester Group Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 
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CATERHAM, SURREY. ST. LAWRENCE’S (MENTAL 
DEFICIENCY) HOSPITAL. (2250 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER required. Salary £852 10s.—-£55-£1182 10s. 
Single residential accommodation available at a charge of £170 


a. 

Applications, giving full particulars and names of 2 referees, 
to Group Secretary. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
loom SURGICAL REGISTRAR required 20th-25th January, 
195 

Apply Group Secretary, 174, Broyle-road, Chichester. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(140 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (surgical), yesens 26th January, 1958, 
which is recognised by the Royal College of Surgeons for the 
F.R.C.S. examination. This hospital has recently had a new 
twin theatre suite, and a new large Casualty Department added. 
There are 7 residents and m—~ Se for gaining are : 
ence in operative surgery will orded to the right candidate. 
Salary and conditions in ioeiindan with W ) Council scale. 

Applications, stating Fy ~-- Fy h names of 
| An ~e 4 oe ooag ‘thi e f — Secreta: ;, barony Hospital, 

Yantwich, Cheshire, within 1 ays r publication 
CROYDON CHILD GUIDANCE C —. South West 
METROPOLITAN ee HOSPITAL BOARD. Apein’ ions pre 
invited for the a eK of Whole-time SENI PSYCH 
TRIC REGISTRAR for this Clinic, which is part of the — 
munity mental health services run by War ham Park Hos- 
pital. Candidates should hold the D.P.M. and have had good 
training and experience in child psychiatry. Copertennes 
also available for part-time experience and training in s — 
types of adult inpatient and outpatient ps ag’ f ngle 
accommodation available in Warlingham e ainal” if 
required. 

Application forms obtainable from the Group Secretary, 
Warlingham Park Hospital, Warlingham, Surrey, should be 
returned within 21 days from the date of this advertisement. 
Candidates may visit the Clinic by peronqpunen® with the 
Physician-Superintendent, Warlingham Park Hospital. i 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. (86 
Beds.) SENIOR HOUSE OFFICER hes vi required. 
Vacant 15th February, 1958. Recognised for D.C.H. 

Applications, stating full pa with 2 names for reference, 
to be sent as soon as possible to Hospital Secretary. het! 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING, SURREY. (252 Beds.) Applications are invited from 
coneeees ossessing previous ex ence for the post of SENIOR 
HOUSE PHYSIC TAN to the Department of Medicine. The 
medical R. consists of a visiting Consultant Physician, a full- 
time Physician and a resident House Physician (advertised post). 
Post vacant Ist February, 1958. The post offers wide experience 
in general medicine, and gives an excellent opportunity for candi- 
dates studying for M.R.C.P. Salary £819 10s. p.a., less £150 p.a. 
emoluments. 

Applications to Medical Superintendent by 9th January. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL (247 Beds.) SENIOR HOUSE SURGEON. Vacant 
20th January. Recognised for F.R.C.S. General surgery, some 
orthopeedics. Good experience in emergency and general surgery, 
with time to read for a higher d 

Detailed soqtestean to Group retary, Westwood Hospital, 
Beverley, Yor 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 

The Quest Hospital, Dudley (154 Beds) 
— ae OFFICER (medical), pre-registration. Post vacant 


SENIOR HOUSE OFFICER (surgical). Post vacant now. 
The Corbett Hospital, Stourbridge (114 Beds) 

HOUSE OFFICER (surgical), pre- tration. Post vacant 
January, 1958. 
ek Hospital, near Stourbridge (478 Beds) 

SENIOR ous OFFICER (medical), pre-registration. 
Post vacant 27th January, 1958. 

HOUSE OFFICER (surgical), pre-registration. Post vacant 
January, 1958. 

sche Group Secretary, Guest Hospital, Dudley, Worcs. 

AM. COUNTY HOSPITAL. (116 Beds.) Senior 
HOU SE OFFICER in eee ga required immediately 
Resident. The County Hospital is the main Orthopeedic and 
Accident Hospital in a busy mining and industrial area. Experi- 
ence can be obtained in all branches of orthopeedics. 

Applications, with particulars of previous experience and names 
of 2 referees, to Group Secretary, Dryburn ospital, Durham. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHYSICIAN for La aoa 
and Dermatological Departments. Duties to include “ taki 
of acute general medical cases’. 6-months appointment. oS 
vacant 27th January, 1958. 

nage stating age, qualifications, experience and 

enclosing copt es of up to 1o3 recent testimonials, to Medical Director 
of Hospital by 17th January, 1958. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR to Medical Department required at 
above Hospital. Good experience essential. Work to include 
care of inpatients under supervision of Senior Le he ems and 
work in Medical Outpatients whee Sena ment. Hospital may be 
visited by direct arrangement with Medical Director. 

Application forms obtainable from and returnable to Group 
Secretary, Hendon Grea Hospital Management Committee, 
Edgware General Hospital, by 14th January, 1958. 

EPSOM DISTRICT “HOSPITAL Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SU RGEON N required 12th Feb- 
ruary. Pre-registration post, recognised for F.R.C.S. 

Applications, stating age, qualifications, and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 
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ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Applications are invited for the post of RESIDENT PATHO- 
GIST (Senior House Officer Grade) for duties in the Area 
Laboratory and at other hospitals in the Group. The Area 
Laboratory is recognised for the go of Pathology and 
offers opportunity for training in all branches of pathology. 
Further information can be obtained from the Senior Pathologist. 
Appointment vacant on Ist March, 1958, and tenable for 1 year. 
Applications, stating age, qualifications, experience, nation- 
we and the names of 2 referees, to the Group Secretary, 
eld Group Hospital Management Committee, not later hen 
18th January, 1958. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON eqeeres, pre-registration 
post). Vacant 16th February, 1958. Duties with general surgical 
unit. Recognised by Royal College of Surgeons. 6 months’ 





appointment. 

Applications, with the names and addresses of 2 referees, to 
Group Focmeteny. Enfield Group Hospital —— Com- 
mittee, Chase Farm Hospital, by 18th January, 1 
EXETER. ROYAL DEVON AND EXETER HOSPITAL 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE OFFICER (E.N.T. 
Department—30 Beds). Vacant 11th February, 1958. The post 
“= d for the F.R.C.S. examination 

pple os, with copies of 2 secumt testimonials, to the 
Hosp ital Sec poe: 


GLASGOW, E.3. ROBROYSTON HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. Resident or non- 
resident. The work carried out consists mainly of tuberculous 
pulmonary disease though substantial units exist for skeletal and 
urological tuberculosis. A small unit exists for acute respiratory 
diseases and there are also units for non-tuberculous chest 
diseases and for pointes 

P. Applications should be ‘forwarded to the Physician-Superin- 














GLASGOW ROYAL INFIRMARY. Senior House Officer 
in E.N.T. Department. Duties at above infirma: 

Write, giving 3 names for reference, not later t an llth Janu- 
ary, 1958, to the Secretary, Bo of Management for Glasgow 
Royal Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, C.1. 

GLASGOW ROYAL INFIRMARY. Senior House Officer 
in General Medicine. Duties at above infirmary. 

Write, giving 3 names for reference, not later than 11th Janu- 
ary, 1958, to the Secretary, Board of Management for Glasgow 
Royal saieeny and Associated Hospitals, 135, Buchanan-street, 

lasgow, C. 

GLASGOW: “WESTERN DISTRICT HOSPITAL, 63, 
Possil-road, Glasgow, C.4. RESIDENT HOUSE OFFICERS (2) 
required for the Surgical Unit at above Hospital, for * period 
Ist February to,3lst July, 1958. Pre-registration posts. Active 
unit with busy Cutpotions Department. 

Applications to the Medical Superintendent. 
ee teeae Be yg ROAD AND cg pl HILL 
HOSPITALS. (1540 Beds.) plications invited for o appoint- 
ment of a J NIOR WOSPT: AL MEDICAL OFFICE ospi- 
tals serve the North Gloucestershire Clinical po a 
Gloucester, Cheltenham, Stroud and Forest of Dean. Hig 
admission rate (850). All modern methods of treatment. New 
— anding out for treatment of neurosis and alcoholism. 

outpatient services, day-hospital, long stay annexes 
on clubs. Encouragement and o sen or study. 
, cal conditions Whitley Council. Single accommodation 
— Married accommodation a possibility 
Applications, with names of 3 referees, to * physician- -Super- 
intendent within 14 days. aap eee e 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL ye (163 Beds.) WEST WALES HOSPITAL 
MAN AGEMENT CO’ a, Applications are invited for the post 
<¢ SENIOR HOUSE OFFICER (generai surgery) (recognised 
by the Royal College of Surgeons). Sal and conditions of 
service as laid down by by the Ministry of Health. 

Applications, stating age, qualifications, experience and 

nationality, with names and addresses of 3 referees, to the Group 
Secre , West Wales Hospital Management Committee, 
G , Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. » Cee Beds.) WEST WALES HOSPITAL MANAGE- 
MENT COMMITTEE. Anpmcoteee are invited for the post « pre- 
registration HOUSE OFFICER (surgical) (recognised by the 
Ro “he College of Surgeons, and for pre-registration service). 
which will become vacant on Ist February, 1958. Salary and 
conditions of service as laid down by the Ministry of Health. 

Someone, stating qualifications, experience and 
nationality, with negeee and addresses of 3 referees, to the Group 

















Secre West Wales Hospital Management Committee, 
Gl i, Carmarthen. 
HUDDERSFIELD ROYAL INFIRMAR (285 Beds.) 


HUDDERSFIELD nage = wee ge ed pvonrne < Applications 
are invited from po PHYSIC tered medical practitioners 
for the post of H USE. PH SICIAN, to commence duties on 
lst February, 1958. Salary in accordance with national scales. 
Applications, together with copies of 3 recent testimonials, to 
addressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty on 16th January, 1958. 
The is y is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scales. 
to te eddoonner together with copies of 3 recent testimonials, 
bs addsessed to the undersigned as soon as possible. 
H. J. JOHNSON, 
retary to the Management Committee. 
The Royal sieaeeee Huddersfield. 











HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
Applications are invited for the post of CASUALTY OFFICER. 
The post, which a —- is recognised under the Fellowship 

lations and wi be graded either Junior Hospital Medical 
Officer or Senior ean fficer according to experience. Duties 
terminate at 7 P.M. with 1 night weekly on call. 

rd January, for the appointment, which will be vacant on 
jes anuary, 1958, should be accompanied by copies of 3 recent 

imonials and addressed to the undersigned. 
H. J. JoHNson, Group Secretary. 

The Royal Infirmary, Huddersfield. 
ee eae ST. LUKE’S HOSPITAL. (235 Beds.) 

Appie cations are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer grade) at the above 
Hospital, to commence duties immediately. The Group Geriatric 
Admission Unit is based on this Hospital, which also caters for 
acute medical and surgical, pediatric and maternity patients. 
Salary in accordance with the terms and conditions of service 
for hospital medical and dental staff, £852 10s.-€55-£1182 10s. 
p.a. House available for married candidate. 

Applications, together with copies of 3 recent testimonials, to 
be sent to the undersigned as soon as possible. 

H. J. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary; Huddersfield. 

HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum SENIOR HOUSE OFFICER (anesthetics) 
required for duties within the Group. Married quarters available 
if required. Post vacant from Ist January, 1958. Salary £15 19s. 
per week. 

Apply to Group Secretary, 11, Holmesdale-gardens, Hastings, 
giving d etails of qualifications, experience, and names of referees. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. WEST 
HERTS HOSPITAL. HOU SE SURGEON (pre-registration) 


uired. 

Applications, giving full details and 2 names for reference, 
sho be sent to the Hospital Secretary as soon as possible. 
HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. AN ACS- 
THETIC REGISTRAR required at above Hospital. New — 

Application form obtainable from and returnable to Secre 
West Herts Group Hospital Management Committee, 9, Ric 
mansworth-road, Watford, Herts, by not later ‘than 14th 
en P.-E en ad Ot Re cee bee 9 Oe ee ae 
HULL. KINGSTON GENERAL HOSPITAL. — Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. aoe 
are invited for the post of resident JUNIOR HOUSE PHYSI- 
CIAN (pre-registration post). 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. i Ey RRS, is aya 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. SENIOR HOUSE OFFICER required to commence 
on 3rd February, 1958. Duties are those of Casualty Officer 
and offer good experience. The successful candidate will be 
expected to supervise the other Junior House Officers 

papply, givi giving testimonials, to the Hospital Secretary at the 
above a 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. Pre-registration or registration post. HOUSE 
SURGEON —— on 28th January, 1958. An interesting and 
varied post which includes = and casualty work. 

Applications, together with details of experience, testi- 

monials, &c., to the Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Senior Consultant General S mn, 
vacant mid-January. The post is recognised for pre-registration 
and for the F.R.C.S. examinations. 

a with copies of recent testimonials, to Hospital 

















IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (356 Beds.) Applications are invited for 2 posts of 
HOUSE SURGEON to Consultant General Surgeons, both 
vacant mid-January. The posts are recognised for pre-registra- 
tion and for the F.R.C.S. examinations. 

Applications, with copies of sqoent testimonials, to Hospital 





tary. 
IPSWICH AND EAST SUFFOLK Li ah (Heath- road 
WING), IPSWICH. (280 Beds Appl cations are invited for 
the post of SENIOR HOUSE OFFICER to the Fracture and 
rtho: ic Department. The post, which. becomes a at the 
end of January, is rec sed for the R.C.S. examinat 

Applications, with details and copies of recent Selipasiihite, 
to the Hospital Secretary 
IPSWICH AND EAST SUFFOLK HOSPITAL (Heath-road 

WING), IPSWICH. Applications invited for 2 poate. of HOUSE 
SURGEON, oe registration, to general surgeons. Posts become 

and 17th January, 1958, and are recognised for 
F.R.C.S, examination. 

Detailed applications, with copies of recent testimonials, to 
Hospite Secretary. 

RVINE. AYRSHIRE CENTRAL HOSPITAL. Resident 
SONIOR HOSPITAL MEDICAL OFFICER required ist 
February. Infectious Diseases Unit. 

Applications, stating qualifications and experience and giv: 
names of 2 RR to Area Medical Superintendent, 1, Hill- 
street, Kilmarnoc 
ISLEWORTH. cc MIDDLESEX HOSPITAL SUR- 
GICAL ANNEXE (at SOUTH MIDDLESEX HOSPITAL). HOUSE 
SURGEON, + pre re-registration—West Middlesex Hospital S cal 
Annexe (30 ds) at South Middlesex Hospital. Duties include 
— assistance on infectious diseases medical unit. Post vacant 

anu 

App cations, stating age, qualifications and experience with 
copies of up to 2 recent testimonials, to Group Secretary, South 
West Middlesex Hospital Management Committee, West Middle- 
sex Hospital, Isleworth, by 14th January, 1958. 
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ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR (whole-time). Candidates may visit hospital by 
direct appointment. 

Application forms obtainable from and returnable to Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee, West Middlesex Hospital, Isleworth, by 14th January, 
1958. 

ILFORD. KING GEORGE HOSPITAL. (General Hospital 

211 Beds). There will be a vacancy for a SENIOR HOUSE 
OFFICER, Orthopedic Department at above Hospital, on 
20th January, 1958. Salary will be at the rate of £819 10s. p.a., 
less emoluments. Ree ognised for the F.R.C. 

Applicants should have been registered nat less than 1 year 
and should send applications, accompanied by copies of 3 
testimonials, to the undersigned within 7 days of the appearance 
of this advertisement. 

H. F. Harris, Group Secretary, Ilford and Barking Group 

Hospital Management Committee, King George Hospital. 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (resident) required 
as House Surgeon and to assist Casualty Officer. Salary £819 10s. 
p.a. 

Applications, 
Royal Isle of Wight 
17th January. 
KETTERING AND DISTRICT GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer). Recognised 
for F.R.C.S. The post, vacant immediately, offers wide 
experience of all traumatic conditions including fractures and 
some orthopaedic cases with charge of 30 Beds. 

Applications, accompanied by testimonials, to be sent to the 
Group Secretary, General Hospital, Kettering. 

LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR in Psychiatry for duties at: 

(i) Storthes Hall Hospital, Kirkburton, near Huddersfield 
(2600 Beds), and associated clinics. Duties will also irfclude 
visits to the neurological and E.E.G. unit at the General Infirmary 
at Leeds. Resident or non-resident. 

(ii) De la Pole Hospital, Willerby, Hull (1000 Beds.) This 
hospital has a high admission-rate and a separate neurosis unit 
for females. Duties also include visits to the psychiatric day 
centre, Hull, and an outpatient clinic at Goole. Small flat avail- 
able for married person, otherwise non-resident. 

Successful candidates for both appointments will undertake 
2 clinical sessions (which may include research) in association 
with the Department of Psychiatry of the University of Leeds. 
Candidates for both these appointments should hold the D.P.M. 
or equivalent qualification. 

Applications, stating age, qualifications and details of appoint- 
ments held, showing dates, together with the names and addresses 
of 3 referees, should be forwarded to the Secretary, Park-parade, 
Harrogate, by 22nd January, 1958. 

LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
Anesthetics 

Leeds A and 
D.A. Resident. 
General Surgery 

James’s Hospital, 
General | Plastic Surger 

St. Luke's Hospital, Bradford (150 general surgical and 20 
plastic surgical beds). Preferably resident. 
Obstetrics and Gynecology 


referees, to Hospital Secretary, 


with names of 2 
Ryde, not later than 


County ‘ Hospital, 


Registrar 


B Groups. Recognised for F.F.A.R.C.S. and 


Leeds (124 general surgical beds). 


York A Group , LY ee and 75 gynecological beds). 
Recognised for M.R.( 

Psychiatry 

(i) Menston Hospital, near Leeds (2500 Beds). Residential 
accommodation can be provided for a single person. 

(ii) Oulton Hall Hospital, near Wakefield, and affiliated 
Mental Deficiency Colonies (approximately 400 Beds). Non- 
resident. 

(iii) Psychiatric Unit, St. James’s Hospital, Leeds. Offers 


special opportunity for experience with neurotic and psychoso- 
matic patients and the Unit works in close association with the 
Department of Psychiatry. Resident or non-resident, 

(iv) Storthes Hall Hospital, Huddersfield (2750 Beds). 

If desired, facilities for attendance at the Leeds University 
will be provided, if the successful candidates are studying for 
the D.P.M. 

Rheumatism Research 
The Leeds Regional Hospital Board in association with the 


University of Leeds invites applications for the post of Research’ 


Registrar in Rheumatism to assist the Professor of Clinical 
Medicine with research projects at the Royal Bath Hospital, 
Harrogate, which is the centre for the Regional Rheumatism 
Scheme, or elsewhere in the Region. 

Applic ations, stating age, sex, qualifications and details of 
present and previous appointments with dates, together with the 
names and addresses of 3 referees, to the Secretary, Joint Regis- 
trars Committee, Park-parade, Harrogate, by 15th January, 
1958. 

LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of ansesthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

should com- 


Interested practitioners, suitably experienced, 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 


REGISTRAR in thoracic 


AT LEEDS. 
1958, for 1 year in the first 


April, 


INFIRMARY 
from Ist 


GENERAL 
surgery required, 
instance. 

Applications, 
posts with dates, 
Sub-Dean, School of Medicine, 
January, 1958. 


stating age, experience, qualifications, previous 
and 3 names for reference, to be sent to the 
Leeds, 2, by not later than 18th 
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LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. 2 REGISTRARS in Urology 





required, 1 for general Urological duties, vacant Ist April, 1958, 
the other with special reference to work in connection with the 
Artificial Kidney, vacant now. 

Applications, stating age, experience, qualifications, previous 
posts with dates, and 3 names for reference, stating also preference 
of post, to be sent to the Sub-Dean, The School of Medicine, 
Leeds, 2, by not later than 18th January, 1958. 

LEEDS. UNITED EEDS HOSPITALS/LEEDS 
REGIONAL HOSPITAL BOARD. SENIOR REGISTRAR vacancies. 
Aneesthetics 

Duties initially at Thoracic Surgical Units of the General 
Infirmary at Leeds and at Pinderfields General Hospital, Wake- 
field. The person appointed will be expected, if required, to 
interchange duties with the Senior Registrar in the Department 
of Anesthetics at the General Infirmary. 

Obstetrics and Gynecology 

Appointment will be made jointly to the Teaching and to 
Regional Hospitals. Initially the appointment will 5 yl = 
Leeds A Group, but subject to satisfactory progress, 
training will be given at the Teaching Hospital, seebabier D > the 
third or fourth year. 

Applications, stating age, qualifications and details of present 
and previous appointments, with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint ~~ 
Committee, Park-parade, Harrogate, by 22nd January, 1958 
LEIGH INFIRMARY, Leigh. House Physician, pre-regie- 
tration post, vacant early January. 

Applications, with names of 2 referees, to Secretary, Wigan 
ena eigh Hospital Management Committee, Knowsley House, 

gan. 

COUNTY HOSPITAL, LINCOLN, Sewell-road (200 Beds.) 
Applications are invited from pre-registration candidates for 
appointment as HOUSE SURGEON for 6 months, commencing 
in February, 1958, to be followed, if safisfactory, by appoint- 
ment as House Physician for a further 6 months. Full particu- 
lars should be sent to:—R. W. Howick, Group Secretary. 

LINCOLN. ST. GEORGE’S HOSPITAL. (242 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESI- 
DENT REGISTRAR (pediatrics) required. Duties include 
care of newborn and premature babies, exchange transfusions, 
neonatal surgery and duties at a maternity unit at Lincoln 
County Hospital. This post offers excellent opportunity for the 
study of metabolic diseases in childhood and infancy. A new 
cubicled unit is being opened. Appointment for 1 year in first 


instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 13th January, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LIVERPOOL RADIUM INSTITUTE, 1, Myrtie-street, 
LIVERPOOL, 7. Applications are invited for a RESIDENT post 
in the Junior Hospital Medical Officer grade. Salary Scale 
£852 10s.-£55-£1182 10s. according to experience. This appoint- 
ment is particularly valuable to practitioners who contemplate 
adopting radiotherapy as a special career. On the other hand, it 
provides an excellent opportunity for studying for a higher 
qualification either in medicine or in surgery. 

Applications, giving particulars of age and experience, together 

with names and addresses of 2 referees, should reach the Medical 
Director as soon as possible. 
LIVERPOOL. THE UNITED Lrvenewot. WOSRTTALS. 
ROYAL LIVERPOOL CHILDREN’S HOSP: ape ications are 
invited for the post of SENIOR CASU AL TY OFFICER (Senior 
House Officer grade), resident or non-resident, for the year 
Ist April, 1958, to 31st March, 1959. 

Apply by 15th Janua 1958, on form obtainable from the 
Secretary, The United EXecpedl Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LUTON AND DUNSTABLE HOSPITAL. (250 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR required at the above Hospital 
and associated units for Py 1- or | 2- -year appointment. Post nor 
nised for D.A. and F.F.A. R.C.S., and vacant Ist January, 19 
The Hospital may be visited * ’ direct appointment. 

Application forms obtainable from Secretary, 

Hitchin Group Hospital Management Committee, St. 
Hospital, Luton, Beds. al 
LYMINGTON HOSPITAL, L mington, Hampshire. (95 
Beds.) RESIDENT SENIOR OUSE OFFIC ER (medical) 
required Ist February, 1958. 

Applications, with ‘copies of testimonials, should be forwarded 
as soon as possible to Group Secretary, Southampton Group 
Hospital Management Committee, Bullar- street, Southampton. 

Berkshire. Applications 
SURGEON. Pre-registration 


Luton and 
Mary’s 


MAIDENHEAD HOSPITAL, 
invited for post of HOUSE 
post. 
Applications, stating age, qualifications and aeapeaty, with 
names of 3 referees, to Secretary. 
MANCHESTER NORTHERN HOSPITAL. Apoticetions 
are invited for the resident post of SENIOR HOUSE OFFICER 
in - es ology. Recognised for M.R.C.0.G. Vacant Aah March, 
1958 
Applic ations, with names of 2 referees, by 13th January, 1958, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the resident post of REGISTRAR for the Chest 
Unit at Monsall Hospital, Manchester. The Unit comprises 96 
tuberculous and 48 non- -tuberculous beds and offers excellent 
experience in thoracic medicine and surgery. The appointment 
also includes duties at the outpatient clinic ‘held at the Northern 
Hospital, Manchester. 
Applications, stating age, 
of 2 referees, to be forwar ed immediately to the Se 
Monsall Hospital, Newton Heath, Manchester, 10. 


resent post, experience and names 
Secretary, 
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MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for at ve eet of REGISTRAR in General Surgery. 
Recognised for F S. Vacant 21st ag my 1958. 
Applications, a names of 2 referees, <= 13th January, 1958, 
to Group Secretary, North Manchester —— Management 
Committee, Crumpsall Hospital, Manchester, 8. 
SAxSNESveE. “UNITED MANCHESTER HOSPITALS. 
NCHESTER aeees, EYE HOSPITAL. Applications are invited for 


the RESIDES pan 
ESIDE SURGICAL OFFICER (Registrar grade). 
SENIOR HOUSE OFFICER. 
HOUSE OFFICER a Te surgical post 
Application forms ma ay be obtained from a os OE 
R. Norts, General Superintendent. 
Manchester Royal Eye Hospital. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the ne tration appointment of HOUSE 
SURGEON for a period of 6 months, falling vacant on 20th 
January, 1958. The hos ospital participates in the teaching of stu- 
dents in the Surgical and Obstetri —_— and posts are 
rec — d by the Royal Colleges. Whitley Council salaries and 
conditions. 


AD lications, stating age, qualifications, appointment(s) held 
and the names of 2 referees, should be sent to the Administrative 
Officer at the Hospital without delay. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 

are invited for the post of SENIOR HOUSE OFFICER (sur- 

gical) rt comely duties. Vacant immediately. The post 

y th — e College of Surgeons for the final 

F.R.C, Sg ossession of the primary F.R.C.S. 

be an advantage ospital is recognised by the Univer- 
sity of he ere for ihe teac of undergraduate students. 

Apeioesons, with full details, to the Group Secretary 

e y. 





MANCHESTER, 23. WETS AS a5 
SOUTH MANCHESTER HOSPITAL MANAGEMENT CO Appi 
cations are invited for the post of SENIOR HOUSE ( OFFI R 
in Plastic Surgery. Vacant Ist February, 1958. This is the only 
House Officer post for a Plastic Surgery Unit of 71 Beds where 
the candidate appointed will spend most of his time, but in 
addition there are some _— eg duties. 

Ap lications with the names of 2 referees, to the Group 
Secretary, W With ington Hospital, Manchester, 20 

i . KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Appicaviens are invited for the appointment of 
SENIOR HOU SURGEON in the Ophtha’ 4 be my mae 
of the above Hospital. The hg ital is recognised by the Exam- 
ining Board for the F.R.C and the D,O. Gelncy £819 10s. a 
year less £150 a year for residential emoluments. 

Applications should be forwarded to the Administrative 
Officer, Kent County Ophthalmic and Aural Hospital, Church- 
street, Maidstone. 

MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
—— HOSPITAL. 18 Beds.) MID-KENT HOSPITAL MANAGEMENT 

OMMITTEE. Apehee cations are invited for the appointment of 
SENIOR HOU SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant end of January, 1958. There are 
55 E.N.T. beds and 6 specialist operating sessions each week. 
Valuable experience is available, and the Mowt is recognised for 
the purpose of the F.R.C.S. and the Salary will be 
as 10s. a year, less £150 a year for CS ecideshaal emoluments. 

Sopteeseas to the A nistrative Officer, Kent County 
Ophthalmic and Aurel Hospital, Maidstone, Kent. 
MAIDSTONE. EST KENT GENERAL HOSPITAL. 
(141 Beds.) mMiID- oat HOSPITAL MANAGEMENT COMMITTEE. 
Sppiicetions are invited for the pre-registration post of HOUSE 

ON. 6 months’ appointment. Post vacant mid-January, 

1958. Salary at the rate of £467 10s.-£577 10s. A deduction at 

—— of one a year is made for board and lodging, and other 
ces prov: 

y li Rvs abe should be forwarded, se soon as possible, to the 

trative Officer at the Hospita. 
MAIOSTONE. WEST KENT GENERAL ‘HOSPITAL. 
141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 

ASUALTY OFFICER (Senior House Officer). Recognised for 

F.R.C.S. Salary £819 10s. p.a. less £150 p.a. for board and 
Post vacant February, 1958. 
woe ications to the Administrative Officer at the Hospital. 
LY, PERTHSHIRE. THE HOSPITAL. Senior 
HOUSE” OFFIC ER (psychiatry). Vacant from the end of 
January onwards. Term 6 or 12 months. Facilities may be 
afforded for postgraduate instruction = psychiatry. Good resi- 
dential accommodation in the Hospital for a single person (Male 
or Female). Applicants may visit the Hospital by arrangement. 
soe to Group Physician-Superintendent, Murray 
Royal, Perth, within 14 days of publication of this ¢ sdvatinement. 
RERSASTLE REGIONAL HOSPITAL BOARD AND 
NEWCASTLE UPON TYNE HOSPITALS. PACDIATRIC 
REGISTRAR, whole-time. Post designed to give wide experi- 
ence in eediatrics, and circulation may include the Royal Vic- 
toria Infirmary, Princess Mary Maternity Hospital, Newcastle 
General Hospital, Hospital for Sick Children and Walker Gate 
Hospital. Successful candidate begins in the Children’s Depart- 
ment of the Royal Victoria Infirmary. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
REGISTRAR ANAESTHETIST, whole-time, for Darlington 
Group of for a period of 3 months from the end of 


Janu 

Applications, with names and addresses of 3 roserem, se. Senior 
Adwbiateting Medical Officer, + +. Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, immediately. 























NEWCASTLE REGIONAL HOSPITAL BOARD. Re 
TRAR ANASTHETIST, whole-time, for Newcastle upon 
group of hospitals, main hospital-Newcastle General (838 Beds, 
including special un wh Tr ., neurosurgical piestie surgery, &c. j 
Recognised for F.F.A.R.C.S. House available adjacent to hos- 


Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 days. 

NEATH GENERAL HOSPITAL, Neath. (412 Beds.) 
Applications are invited for the following medical staff vacancies: 

SENIOR HOU oe ais ER (pathology). 

HOUSE SURG 

This hospital is a for the major diplomas and approved 
by the General Medical Council for pre-registration service. 

_ Applications, naming 2 referees, to be addressed to the Group 
Secretary, Mid Gleasureen Hospital Management Committee, 
& Wind-street, Neath. 

NORTHAMPTON “GENERAL HOSPITAL. (500 Beds.) 
Vacancy Ist February, 1958, for SENIOR HOUSE OFFICER, 
E.N.T. Department. Recognised for F.R.C.S. and = D.L.O. 
Appointment to 30th September, 1958, in first instan 

Applications as soon as possible to S. G. HILL, Superintendent. 
NORTHAMPTON (near). CREATOR ITA 
(138 Beds.) Applications are invite 4 ar 5 
medical practitioners for the post of SuNIOn THOUSE F Cen 
The Hospital*has 138 Beds, and is for the treatment of both 
pulmonary and non- pulmonary tuberculosis. There is a major 
thoracic surgical unit for tuberculosis and non-tuberculous 
—— of the chest. 

Agpiecttons, stating age, experience and qualifications, 
together with the names and addressee of 2 referees, should 
sent to the Secretary, Northampton and District Hospital 
Management Committee, General Hospital a ee areg 
within 7 days of the appearance of this advert: 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON for General Surgery. Recognised for the final 
F.R.C.S. in general surgery, and d as a pre-registration 
appointment. Vacant Ist February, 1958. 

Applications, qroompanted by 2 testimonials, to be forwarded 
to the Resident Medical Officer, Mount Vernon Hospital, North- 
wood, Middlesex, by 20th January, 1958. 

MOUNT VERNON 


NORTHWOOD, MIDDLESEX. 
HOSPITAL. Applications are invited for the post of —e 
PHYSICIAN for General Medicine and oa.) 
recognised as a pre-registration appointment. acant 1st 
February, 1958. 

Applications, accompanied by 2 testimonials, should be 
forwarded to the Resident Medical Officer, Mount Vernon 
Hospital, Northwood, Middlesex, by 20th January, 1958. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ‘Applications are invited for the post of HOUSE 
SURGEON to the Gynecological Department of 25 Beds. 
This appointment is recognised for the M.R.C.O.G., and may be a 
m tration appointment. Vacant ist February, 1958. 

Applications, accompanied by 2. testimonials, should be 

forwarded to the Resident Medical Officer, Mount Vernon 
Hospital, Northwood, Middlesex, by 20th January, 1958. 














NORTHWOOD MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for 2 posts of HOUSE 
phen mo © the Radiotherapy Department. These 





recognise 
Fourears. 1958. 

Applications, accompanied by 2 testimonials, should be 
forwarded to the Resident Medical Officer, Mount Vernon 
Hospital, Northwood, Middlesex, by soth zen » 1958. 
NOTTINGHAM CITY HOSPITA ( + Aor 
tions are invited for the post of RESIDENT PAT OLOGIST 
(Senior House Officer). Previous experience an advantage. 
Post vacant 16th January, 1958. 

Apeenetions, stating age, Fyre gone 4 gusipentiens and aos Ny a 
ence, together with copies of not more than 3 testimonials, to be 
sent to the Hospital Secretary, City Hospital. Hucknall- whe 
Nottingham. <a UAL 
NOTTINGHAM EYE HOSPITAL. (Recognised training 
hospital for D.O.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time REGISTRAR (Ophthalmology) required. hed flat 
—— for married candidates. A ypointement for 1 year in first 
ni 

Apply to Secretary, Sheffield onal Hospital Board, Old 

Fulwood-road, Sheffield, by 13th January, 1958, age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
NOTTINGHAM EYE HOSPITAL. 2 Senior House 
OFFICERS required, duties to orminenee about the middle of 
January. Salary and conditions of service in accordance with 
Ministry regulations. There is a flat available for 1 of the 
successful candidates. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 

Secretary, General Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. 2 Senior House 
OFFICERS (orthopedic and fracture) required (January and 
February, 1958). Post offers exceptional experience in traumatic 


outpe 

App ications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 














NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required about 14th January, 1958. 
ga ost is rec ised for the D.A. and the F.F.A.R.C.S. This 

usy general hospital, giving alan in all branches of 


ee stating age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to the 
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Group Secretary 


d as pre-registration appointments. Vacant Ist . 
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NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (surgical) required on 25th January, 1958. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. Resident pre- 
registration HOUSE SURGEONS required, 4th February, 5th 
February. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. MAG LENNIE EES 
OXFORD REGIONAL HOSPITAL BOARD. —— 
SPINAL INJURIES CENTRE, STOKE MANDEVILLE HOSPITAL, AY 
BURY. Applications are invited for the post of REGISTRAR a at 
this Centre, vacant on 16th January, 1958. Experience in general 
surgery and medicine necessary. he post offers good experience 
in neurology, urology, physical medicine and rehabilitation. Full 
details of duties, &c., can be obtained from the Administrative 
Officer, Stoke Mandeville Hospital. 

Applications, on forms obtainable from the Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
14th January. S$ SEAS, cae Rd, ae eae 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time) in Psychiatry to Littlemore Hospital, Oxford 
(900 Beds). Appointment for 1 year in the first instance. Vacant 
13th January. Accommodation available for single person. 

Application forms, obtainable from the Secretary trar 
Committee, 43, Banbury-road, Oxford, should sesah him by 
10th January. ee 
OXFORD REGIONAL HOSPITAL BOARD. STOKE 
MANDEVILLE HOSPITAL, AYLESBURY. SENIOR REGISTRAR to 
the Plastic S surpery, and Jaw Injury Service. Candidates must 
possess the Fellowship of one of the Royal nay of Surgeons 
and have a good background in general surgery vious exper- 
ience in plastic s ery is not essential. The appointment in 
the first instance will be for one year and is renewable. 

Applications, on forms obtainable from the Secretary, Joint 
Committee for Senior Registrars, 43, Banbury-road, Oxford, by 
18th January. 

OXFORD REGIONAL HOSPITAL BOARD. Registrar 
to the Warneford and Park Hospitals, Oxford. The Warneford 
Hospital (140 Beds) is an acute psychiatric unit. The Park 
Hospital is an associated neurosis centre (30 Beds). Full tr: 
facilities available for the D.P.M. Candidates should preferably 
be young graduates starti the specialist study of psychiatry. 
Single accommodation available. 

Applications, on forms obtainable from the Secretary, Regis 
trars Committee, 43, Banbury-road, Oxford, should reach him 
by 1ith January. — a nia 5 Fas eS aa 
OXFORD. THE UNITED OXFORD HOSPITALS. Appli- 
cations are invited for the post of NON-RESIDENT REGIS- 
TRAR in the Nuffield Department of Surgery for 1 year in the 
first instance, but ge ro aad extension to a second year, with 
effect from Ist March, 

Applications, on aang Sehiaidite from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
24th January, 1958. Mees 
PLYMOUTH. SOUTH DEVON AND WEST CORN- 
WALL HOSPITAL, FREEDOM FIELDS. Central Casualty Department 
SENIOR HOUSE OFFICER in Casualt p vosancies lst February, 
Ist April, 1958. Recognised for the F 2.0.8. 

Applications, stating names of 3 3 referees, to be sent to the 
Group Secretary. _ oe Dee sary sae a 
PORTSMOUTH GROUP HOSPITAL MANAGEMEN 
COMMITTEE. 

(1) Saint Mary’s Hospital 
(a) SENIOR Bo JSE OF FIC ER fpetical). 











< 


Vacant now. 


(6) PASDIATR HO PHYSICIAN. Vacant 8th 
February, 1958. 

(ec) HOUSE SURGEON (pre-registration). Vacant 30th 
January, err Ist February, 1958, 9th February, 1958, llth 
February, 


1958 
(4) HOUSE ” PHYSICIAN Vacant 3ist 
Jemma, — 12th February . 
(2) ai Portemouth cone 
(a) PAD er MEDICAL HOUSE PHYSICIAN. Vacant 


Ist Febru: 
(6) ORT OP-EDIC SENIOR HOUSE OFFICER. 
now. 
(c) HOUSE OFFICER (orthopeedic) (pre-registration ). Vacant 
now. 
(3) Queen Alexandra Hospital 
(a) SENIOR |HOUSE OFFICER (medical and dermatology ). 


Seecreieteeee ). 


Vacant 


Vacant 29th January, 1958. 

(6) HOU ro PHYSICIAN (pre-registration). Vacant Ist 
February, 1958 

(c) HOUSE " SURGEON (pre-registration). Vacant 12th 
February, 1958. 

Applications, experience and pelitostions, 


stating oft 
together with the ——e 3 referees, should be forwarded 
soon as possible to E. H. Hurst. 

St. Mary’s Hospital, Malton: -road, Portsmouth. 
PORTSMOUTH. ST. JAMES HOSPITAL FOR MENTAL 
AND NERVOUS DISEASE. GROUP 49—SOUTH WEST METROPOLITAN 
REGION. Ant tions are invited for the appointment of Full- 
time PSY( TRIC REGISTRAR. The Hospital is approved 
as a psychiatric teaching hospital and offers excellent experience 
in the treatment of the neuroses, psycho-neuroses, the mal- 
adjusted child and the problem of delinquency. The Neuro- 
logical Department of the Hospital is also recognised by the 
examining bodies and arra ments are made to ae 5 
medical staff to fulfil the D.P.M. Regulations ng M 
Deficiency. Ministry of Health terms and conditions apply. 
Intending candidates may visit the hospital by appointment 
with the Physician-Superintendent. 

Application forms may be obtained from the Group Secretary: 
5 copies of the form, du ;, completed, should be returned to him 
within 3 weeks of the publication of this advertisement. 
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PAISLEY AND DISTRICT MATERNITY UNIT. House 
OFFICERS required for above Unit, term commencing Ist 
February, 1958. 
Applications to Group Medical Superintendent, Royal Alex- 
andra Infirmary, Paisley. at 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEONS required for General Surgical Unit, term com- 
menc lst February, 1958. 
Applications to Group Medical Superint 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEON required for Orthopedic Unit, term commencing 
lst February. 1958. 
Applications to Group Medical Superintendent. 
PRESTON | peor, ~ LANCASHIRE. WHITTINGHAM 
HOSPITAL. NIOR HOUSE OFFICER. Applications are 
invited for this post in the largest mental hospital in the country, 
where all modern treatment is undertaken, including electro- 
encephalography for the area. Facilities will be given for study 
either for the D.P.M. in Manchester University or for the 
M.R.C.P. at a large general hospital a few miles away. 
Hospital is well situated in a country district with easy access to 
Preston, Blackpool, and Southport. If single, there are comfort- 
a: quarters available. 
pplications, endorsed “Medical Officer,” giv’ details of 

oan ence and names and addresses of 3 referees, to addressed 
to the Medical Superintendent, Whittingham Hospital, near 
Preston, and be received as soon as possible. 
——_ ROYAL ALEXANDRA HOSPITAL (138 aos 

hoqiaaitets are invited from pre-registration or red 
medical practitioners for the appointment of HOUSE HYS 
CIAN. Post tenable for 6 months. 

Applications, with 2 testimonials, to be sent immediately to 
the Group Secretary, orn and Deeside Hospital Management 
Committee, ‘‘ Rhianfa ’ ussell-road, Rhyl. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. ROCHDALE INFIRMARY. RESIDENT SENIOR 
HOUSE OFFICER (s ry) re rs. Duties include casualty 
and come general s' ical wor Recognised for 6 months’ 
F. ,o C.S. experience. 
Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. __ 
ROCHESTER, KENT. ST. BARTHOLOMEW’S HOSPi- 
Tale gg AND GRAVESEND HOSPITAL MANAGEMENT COM- 
ITTEE. poe are invited for the post of CASUALTY 
OFFI ‘ER (Senior House Officer grade) (1 of 2 in the depart- 
ment) which offers excellent experience with tures and 
emergency surgery and presents facilities for study. 
for F.R.C.S. Post vacant now and tenable for 6 months or 1 year. 


#819 10s. p.a. 
age, nationality, queltestiens and experi- 


ga stati 
ence, with recent tes testimoni als, to Hospital Sec retary. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 Beds. 
SENIOR HOUSE OFFICER (resident or non-resident) require 
for duties in the Casualty Department. Available for Male or 
Female applicants. This is a large general hospital with hs ialised 
departments dealing with all types of acute medical and surgical 
cases. The post affords good opportunity for gaining | tuition and 
experience. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX RUSH GREEN HOSPITAL. 
SENIOR HOUSE OFFICER (Male or Female) required from 
5th February, 1958. Duties include work in general medicine 
and in the regional poliomyelitis unit (30 Beds) where excellent 
experience of modern methods can be obtained. Resident post. 

Applications to the Medical Superintendent. ae 

(301 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. 
Beds. ) RESIDENT HOUSE PHYSICIAN (Male or Female) 
required from 7th February, 1958. This Hospital provides for 
acute medical, surgical and lntectious patients. The post, which 
is also open to pre-registration candidates, offers good oppor- 
—— or quakes experience in both general medicine and 
evers. 

Applications should be addressed immediately to the Medical 
Superintendent, stating also names of 2 referees. 
RYDE. ROYAL I.W. COUNTY HOSPITAL. Isie of Wi _ 
GROUP HOSPITAL rpm rye re. HOUSE OFFIC 
for pre-registration service ( eur et 67 108.—£577 10s., acco’ 
to experience) or SENIOR fou E OFFICER (alert, oo 10s. 

required as House Surgeon. Post recognised for F.R 

wo plications, with names of 2 referees, to the’ Srospital 
Secretary not later than 17th January. 
SALISBURY GENERAL HOSPITAL. rope teations are 
invited for the op. ointment of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run _ consecutively in this order 
for a period of 6 months in each post. The post is open to 
pre- eeaistration py pe ee on ti shan, “ 

y, naming 2 referees, ro Bocretaays eC pony 

Hospheal “Odstock ospital, Salisbury. 


Management Committee, 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the a polatuet of a i US OBSTETRIC a 
GYNAXCOLOGICAL HOUSE SURGEO (rec 
R.C.0.G.)/HOUSE SURGEON for a ae of 6 months ys 
each post commencing with House Surgeon post. The posts are 
open to pre-registration candidates. 

Apply, giving names and addresses of 2 referees, to Group 
Secretary, Salisbury Group Hospital Management Committee, 
Odstock “Hospital, Salisbury. 

SALFORD ROYAL HOSPITAL. Salford Hospital Manage- 
a Ss The following ree registration House Officer 
osts will fall vacant in Lae med § 

POHOUSE SURGEO ON (urol 

HOUSE SURGEON (casua a. 

Applications, stating age and bron pu coagee together with 
copies of 2 recent testimonials, ould be addressed to the 
Secretary, Salford Royal Hospital, (, A By Salford, 3. 


dent 
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HOPE Pines a4 Ader Salford Hospital 
MANAGEMENT COMMITTEE. i are invited for the}post of 
PAZDIATRIC HOUSE OF ‘ER (post tration) which 
becomes vasens on the 16th February, 1958. The post is recog- 
nised for the D.C.H. 

Applications, --* age, qualifications and experience, 
together with the names and a of 2 referees, should be 
forwarded to the Hospital Secretary forthwith, «——_—_ ss 
SCOTLAND. EASTERN REGIONAL HOSPITAL BOARD. 
Tuberculosis—Perth Area. Applications are invited for the post 
of REGISTRAR in Tuberculosis and Industrial Chest Diseases 
for work in tuberculosis in the —_ Area and a new diagnostic 
unit for industrial chest diseases at Bridge of Earn (General) 
Hospital (806 Beds). Salary and conditions of service in accord- 
ance with national agreement. 

Further particulars and forms of youre from the Secretary 
to the Board, 430, Blackness-road ge with whom applica- 
tions must be lodged by 18th January, 1958 
SOSTEANS. NORTH-EASTERN REGIONAL HOS- 

ITAL BOARD. Applications are invited for the post of SENIOR 
REGIST RAR in General Surgery on the staff of the Aberdeen 
General Hospitals. 

Applications, together ‘with the names of 2 referees, should be 
forwarded by — January, 1958, to the Senior Administrative 
Medical Officer, 1, Albyn-place, Aberdeen, from whom further 
particulars and ‘a form of application may be obtained. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 

‘AL BOARD. — are invited for the post of SENIOR 
REGISTRAR in diotherapy on the staff of the Aberdeen 
General Hospitals. 

Applications, together with the names of 2 referees, should 
be forwarded by 15th January, 1958, to the Senior Administra- 
tive Medical Officer, 1, Albyn-place, Aberdeen, from whom 
further particulars and a form of application may be obtained. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Surgery to the Edinburgh 
Northern Group of hospitals. 

Apply, givi particulars of age, qualifications ¢nd previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinbirgh, 3, by 25th January, 1958. __ 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Orthopedic Surgery to the 
West Fife Group of - cane based on the Dunfermline and 
and West Fife Hospital. 

Apply, siving particulars of age, qualifications and previous 
ig ence the names of 2 referees, to the Secretary, 
11. Drumsheugh-gardens, Edinburgh, 3, by 18th January, 1958. 
SEOTLAND: SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Medical Pediatrics to the 
bet yng Northern Group of hospitals. The duties of the post 
will be in the Western General Hospital, Leith Hospital and the 
newborn. nurseries in the Eastern General Hospital, and the 
a mae 1 By will be required to assist in undergraduate 


— 5 giv: particulars of age, A eg ope and previous 

exper ence, and the names of 2 referees, to the Secretary, 
a3, Drumsheugh-gardens, Edinburgh, 3, by 18th January. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 pad in the first instance 

SENIOR REGISTRAR in Medicine "Cased at Hairmyres 
Hospital, East Kilbride 

SENIOR REGISTRAR nod _ Oshataieingy based at the 
a Institution, Glasg 

SENIOR ae ‘- ‘Ophthaimelesy based at the Eye 


n= chGIS 
ae Ran y+ Medicine based at Larkfield Hospital, 


Or EGISTRAR in Peediatrics based at Seafield Children’s 
Hospital, Ayr, and with duties at the Ayrshire Maternity 


Hospital. 
REGISTRAR in Psychiatry based at Woodilee Mental 

ie ital, Lenzie, near Glasgow. A small flat will be available. 

GISTRAR in Surgery based at Stobhill General Hospital 
Giese asgow, with dl on a rotational basis at Falkirk and 
— Royal Infirm: 

pplications ( 12 ec copes), stating date of birth, qualifications, 
ool ence, present appointment, and the names of 3 referees, 
to reach the Secretary, Western onal Hospital Board, 
64, West Regent-street, Glasgow, C.2, by 18th January, 1958. 
SCUNTHORPE AND DISTRICT WAR ee 
HOSPITAL (267 Beds). Recognised for training for F.R.C.S 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (Orthopedics) required. Appointment for 1 year 


in first instance. 

Apply to Secretary, Sheffield onal Hospital Board, Old 

Fulwood-road, Sheffield, by 13th January, 1958, giving age, 
netionatiy. qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY/ROYAL HOSPITAL UNITS. Sep tesions invited 
for the non-resident post of — to the Department of 
Radiology at the above Hospita 

Applications, stating age —— - SE and experience, with 
the names of 3 referees, should be sent at once to the Chief 
Administrative Officer, The United Sheffield Hospitals, West- 
street, Sheffield, 1. 

SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
SENIOR HOUSE OFFICER (ephthehntc). Eye Unit, 35 Beds. 
Post for the D.O.M.S. Vacant 9th ebruary, 1958. 

Applications, with copy tana to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIA 


Applications, with copy testim 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 


SALFORD 6. 


















































one. an yem maf HOSPITAL MANAGEMENT 
COMMITTE oer tions are invited for the post of SENIOR 
HOUSE OFFIC iR ag omemy for the Ansesthetic Department 
of the oe Group of hospitals. Special facilities for 
working for F.F.A. R.C.S. and D.A. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. tered ost 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applica’ 
invited for the appointment of Whole-tims, SURGICAL 
REGISTRAR to the above Hospital, vacant mid March. Post 
will normally be tenable for ? years, but subject to review at the 
end of the first year. Candidates may visit the Hospital, by 
arrangement, if they so desire. 

Forms of application may be obtained from the undersigned, 
to whom they should be returned not later than 15th January, 
1958. FRANK JENNINGS, Peng Secretary, 

Southampton Group Hospita anagement Committee. 

Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(274 Beds.) Recognised for F.R.C.S. CASUALTY OFFICER 
(Senior House Officer grading) required. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds. Recognised for F.R.C.S.) ORTHOPACDIC 
HOUSE SURGEON (post recognised for pre-registration service 
and tenable for 6 months). The Hospital is the centre to which 
all trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions; patients with orthopeedic conditions are drawn from 
a wide area. 

Applications, with copies of panes omy a be sent as 
soon as possible to the Group Secre ¥ —— Group 
Hospital Management Committee, Bullarstrect, Sou southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL (274 Beds) and SOUTHAMPTON GENERAL HOSPITAL (469 
Beds). SENIOR HOUSB OFFICER (E.N.T.)_ req in 
February. This post is recognised for the F.R.C.S. (Eng.) 
= D.L.O. exnminetions and provides experience in all branches 
of E.N.T. work. The Group includes a diagnostic and distribut- 
ing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possiblé to the Secretary, Sout pton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum. SENIOR SURGICAL REGISTRAR required 3rd—16th 
February. 
Application, with names of 2 referees, to Secretary. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an ae a 
Whole-time REGISTRAR in Obstetrics and Gynzeco ergy Ad 

a vacancy in the approved trainee establishment at the 

and Lewes ate of hospitals. The appointment will 
accordance with the terms ad conditions of service of hospital 
medical and dental staff (England and Wales) and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, hogetner _— i names and 
addresses of 2 referees, to be sent to the Sec , Registrars 
ve, 11, Portland-place, W.1, hot deter fi ao Teth January, 
195 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General 8 ry to fill a vacancy 
in the equiv’ trainee establishment the ae. and 
Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staff (England and Wales), and will ‘be for 
1 year in the first instance. 

Applications, giving particulars of age, ualifications and 
experience with ——— dates, together with the names and 
addresses of 2 referees, to be sent to _ Secretary, Registrars 
Committee, South East Ban A onal Hospital Board, 
11, Portland-place, W.1, not later than 7 th January, 1958. 
SOUTH EAST NORTHUMBERLAND HOSPITAL MAN- 
AGEMENT COMMITTEE. JUNIOR ANACSTHETIST. Junior 
Hospital Medical Officer or Senior House Officer, grade acco. 
to experience. Post recognised under Fellowship and Diploma 
regulations. 

Applications, with names of 2 referees, to Group Secretary, 
Preston Hospital, North Shields. 

SOUTHEND GENERAL HOSPITAL. Locum Fonens 
HOUSE PHYSICIAN required (pre-registration or fully 
tered) from 13th to 26th January, 1958 (inclusive). 

Applications to undersigned as wien” as 4 - - ossible. 

IELD, 























Secretary. _ 
ST. HELENS AND DISTRICT HoeriraL MANAGE- 
MENT COMMITTEE. ECCLESTON HALL HOSPITAL (75 Beds). DELPH 
LANE HOSPITAL, betes w nol os soe. Svea are invited 
from fully or provisio a4 practitioners for the 
intment of HOUSE. “Pp Ys Clan to Eccleston Hall and 
ph Lane Hospitals. The appointment may be made in the 
gral of Senior House Officer, dependent on the qualification 
— experience 2 the applicant. he appointment is approved 
as a pre-registration service post. ‘onsuftant appointed will 
wont Sumer the supervision of tl the Cons’ t Chest Physician 
for the Group. The work comprises all t of tuberculosis 
and includes Sheet clinic work. Good residential accommodation 
for a single person, Male or Female, is available. The post may 
be non-resident, subject to residence within reasonable distance 
from the Hosp: itals. 
Applications to be forwarded to: N. RicHarps, Group Secre- 
tary, Whiston Hospital, Prescot. 
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HOSPITAL (196 Beds.) Applications are 
RESIDENT HOUSE SURGEON, 
vacant from ist March, 1958, which is recognised for pre- 
registration service and for the F.R.C.S. examinations. he 
appointment will be made in the Senior House Officer grade in 
the case of a candidate who has already held 2 pre-registration 
posts. 

Applications, stating age, date of qualification and experience, 


ST. HELENS 
invited for the post of 


and giving 2 names for reference, should be forwarded to 
N. RICHARDS, Group Socnatesy St. Helens and District Hospital 
Management Committee, Whiston Hospital, Prescot, Lancs, 
immediately. 


8ST. ALBANS CITY HOSPITAL, ‘St. Albans, Hertford- 
SHIRE. (384 Beds.) HOUSE SU RGEON (House Officer grade) 
required Pugiiey, for 1 of the 2 surgical teams. Post 
recognised for F.R.C.S. Preference given to candidates seeking 
post under the Medical Act, 1950. 

Applications to agg Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ASAPH GENERAL HOSPITAL, Flintehire. (54 
obstetric beds.) Applications are invited from Fre. stration or 
rae tered medical practitioners for the aa | 3 y a R HOUSE 
OFFICER. Recognised for the D.Obst.R Post vacant 
lst February, 1958. Tenable for 6 a Siarried quarters 
available. 

Applications, together with 2 testimonials, to be sent immedi- 
ately to: Group Secretary, Clwyd and Deeside Hospital Manage- 
ment Committee, ‘‘Rhianfa’’, Russell-road, Rhyl. 
STOCKPORT INFIRMARY. opfscan 1c are invited for 
the post of SENIOR HOUSE OFFICER (Resident 8 cal 
Officer), vacant early February, 1958. The post is recognised for 
the F.R.C.S. 

Applications, stat age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 

Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw Heath, Stockport. 
STOCKPORT INFIRMARY. (163 Beds.) Rpelicetione 
are invited for the pre-registration post of HOUSE OFFICER 
(general surgery), vacant 3lst or id 1958. This post is 
recognised for the F.R.C.S. and D.L.O 

Applications, with full particulars and c _— of 2 testimonials, 
to the Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Se Stockport. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE ROVAL 
INFIRMARY. HOUSE PHYSICIAN required. Pre-registration 
post vacant January. 

Detailed applications, with copy 
Secretary spital Management Committee, 
Stoke-on- “Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE ROYAL 
INFIRMARY. HOUSE OFFICER (general surgery) required. 
Recognised for F.R.C.S. 2 posts vacant January. 

Detailed sopesewens, with copy testimonials, to Group Secre- 
sary, Hospital Management Committee, Princes-road, Stoke-on- 

rent. 

SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for post of GYNA®CO- 
LOGICAL HOUSE SURGEON at St. Margaret’s Hospital, vac- 
ant 18th January, 1958. To be followed by an appointment as 
Obstetrics House Surgeon at Swindon Maternity Hospital. 
Posts offer excellent Cn and obstetrics appointment 
recognised for D.Obst.R.C.0.( 

Applications to Secretary, 

possible. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for post of RESIDENT 
HOUSE PHYSICIAN in acute medical unit of 64 Beds at St. 
Margaret’s Hospital. Recognised for training under pre-registra- 
seny. internship regulations and vacant on 3ist December, 


testimonials, to Grou 
Princes-road, 


7, " Okus- road, Swindon, as soon as 


Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately. 
TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of HOUSE OFFICER (E.N.T.). Post- 
registration appointment, recognised for F.R.C.S. and D.L.O. 
Applications, stating , nationality and qualifications to- 
gether with the names of 2 referees, should be forwarded to the 
Group Secretary, Taunton Hospital merove Park B Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
TOR 
RESI 
required immediately. 
~~ _ purposes. 


Applications, stati qualifications, ae. and 
together with copy test .—— (guoting reference F'.955/84 to 
the Group Geerstery, coresey istrict Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon. 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. (115 
Beds.) RESIDENT HOUSE SURGEON (orthopedic), Junior 
Hospital Medical Officer or Senior House Officer grade according 
to ee Post is also recognised for pre-registration 


purp 

Fonilentions. with names of 2 referees, to Group Secretary, 
Preston Hospital, North Shields. 
WELSH REGIONAL HOSPITAL BOARD 

REGISTRAR in General Medicine to serve West Wales 
Hospital Management Committee. Based Pembroke County 
War Memorial Hospital, Haverfordwest (163 Beds). Might be 
expected to serve other hospitals in group. Resident /non- 
resident. 

REGISTRAR in General Surgery, 
Memorial Hospital, Haverfordwest. 

Subject to review annually. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


ENT HOUSE OFFICER (s ical), Male or Female, 
Post recognised for F.R.C.S. and pre- 
There is a complement of 6 Resident House 


Pembroke County War 
Resident or non-resident. 
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(166 general beds.) - 





WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR in Psychiatry, North Wales Hospital for 
Nervous and Mental Disorders, Denbigh. Hospital provides 
comprehensive mental health service for North Wales = 
clinics at major general hospitals and associated child guidance 
services. Every modern therapy and department of psychology 
and electroencephalography. Modern open-door reception 
units; annual a a rate over 1000. ouse available for 
married man and f 

SENIOR REGISTRAR in Sneien and Gynecology to the 
above-mentioned Board. Based in Cardiff Hospital Management 
Committee hospitals with duties ae in United Cardiff Hospitals. 
Non-resident. 

2 REGISTRARS pe = surgery), Llanelly. Resident. 

—- to review ann 
pplication forms from Senior Sard, within 14 days. Officer, 








Tent le of Peace, Cathays Park, Cardiff, wi gers. 
WARRINGTON INFIRMARY. ce fo) e peernene 
are for res of soaps T ANS ae IST a ~ 
or ), graded as Senior House O 






for the D.A. examination. Salary is e101 aos Ae 
of £150 p.a. for residential emolum 
stating qualifications and capetinan, , =e be 
sent to— HeEnrRY L. Boor, Group Secretary, 
Warrington and District Hospital anagement Committee. 
c/o General Hospital, Warrington, Lancs. 
WATFORD CHEST CLINIC, Peace Memorial Hospital, 
WATFORD. Locum REGISTRAR required immediately for work 
at the above Chest Clinic and beds (tuberculosis and chest 
medicine) at associated hospitals. Car is desirable and allow- 
ances are paid. 
Apply Goeestiately to the Physician in charge. (Telephone: 
Watford 9266.) = ‘i Watt a 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
(211 Beds.) ORTHOPAZDIC HOUSE SURGEON 
Ney duties) required. Post oa a ‘or 
R.C.S.(Eng.) examination. Intermediate senior 
depen on experience, for ortho pane unit it (30 Beds). Prhe 
orthopeedic service is in the charge o: and Registrar 
closely associated with a uate teac wey & ital. 
Applications with copies of 2 testimonials to the A: 
“PEACE MEMORIAL 









WATFORD, HERTFORDSHIRE. 


HOSPITAL. (211 Beds.) ‘the above. are invited for the post of 
HOUSE SURGEON at the above ye This is a pre- 
ration post and is for F.R Salary ecco 

to the National Health Service e. 
Applications, with copies of recent testimonials, to the 
Administrator. 











WEST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics required for work throughout the West Cumber- 
land Group but based on Whitehaven Hospital. Good experience 
essential, and possession of the D.A. preferred. 

Apply, with full ao to qualifications and experi- 
ence, and the names of ferees, to the Group Secretary 
at Workington ary. 
eee eee ee GENERAL weer pth ioe] (107 

Beds.) Ap por are invited from registe ool prea set 
toners fo for the pre- Se appointmeént esident}e of HOUS 








Appli CIAN, y~ AY a a4 ther with 
pplications, s' ng age, qui icatio er Wi! names 
and addresses of 2 referees, should be pe wey to the Secretary, 
Weston-super-Mare Hospital Management Committee. 


WESTON-SUPER-MARE GENERAL waper at. ~ (107 
Beds.) Applications are invited from tered m col preatt: 


tioners for the pre-registration appointment iesidenths of 
SURGEON, vasuat lst’ February, 19 
Applications, stating age, qualifications, ther with names 
and addresses of 2 referees, should be addressed to the Secretary, 
Weston-super-Mare Hospital Management Committee. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (Asso- 
ham University re School.) 


elated Hospital of Birmi 
lt EGISTRAR in Diagnostic iology. Part I Diploma of Medi- 
art II. Duties 


cal Radiology essential. Hospital recognised for 
also at other Hospitals in the Group. 
Application forms from Group Secret , The Royal Hospital, 
Wolverhampton, to be returned by 13th anuary, 8. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the posts of HOUSE SUR- 
GEON (2) at the above Hospital, to commence duties on Ist 





February, 1958. = appointments are oe" for the dip- 
loma of F.R.C.S. (England, Edinburgh, and Ireland) and are 
pre- istration posts. 

Applications, stating age, nationality, qualifications and 


experience, with copies of 2 recent testimonials, to be sent to the 
Secretary, Maelor General Hospital, Wrexham, as soon 





WREXHAM (near). TREVALYN ag MATERNITY 
HOSPITAL, ROSSETT, near WREXHAM. (47 Beds.) Applications 
oe invited for the post of HOU SE SURGEON ‘at the above 

—- to commence duties on Ist February, 1958. The Hos- 
La is a Part II midwifery training school and deals with nor- 
mal and abnormal midwifery. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to 
the Group Secretary, Maelor General Hospital, Wrexham, as 
soon as possible. 

WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the posts of HOUSE SU omen (3) 
at the above Hospital, to commence duties on Ist ruary, 
for the Diploma of 


1958. The popenns ents are recognised 
F.R.O:S. (England and Edinburgh) and are pre-registration 
osts. 


Applications, stating age, nationality, qualifications and 
experience, with — of 2 recent testimonials, to be sent to the 
Group Soeeetary, Maelor General Hospital, Wrexham, as soon 
as possible. 


- 
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WORCESTER ROYAL INFIRMARY. House Surgeon 
(pre-registration or otherwise) required mid-January for general 
surgery post at this busy neral hospital of 213 Beds. The 
appointment offers wide and varied experience and is recognised 
for the F.R.C.S. examinations. 
Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
(pres tration or otherwise) required mid-January for Ortho- 
ep artment of this busy general hospital of 213 Beds. 
“y a ointment offers wide and varied experience. 
Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. (213 Beds.) 
cations are invited for So pot of SENIOR HOUSE Orr Cc mR 
in Medicine (Resident Medical Officer), vacant early January. 
The post is of 1 year’s duration and although dealing mainly with 
acute medicine the post also covers some work in infectious 
and geriatrics 
Applications, with ‘copies of 3 recent testimonials, to be sent 
to the Secretary. 
be ato hag INFIRMARY, Cumberland. ‘en * TT 
8) 


B itrati post, recognised F.R.C.S. Edin.) 
ours EON (first. second or Senior House Officer post). Vacant 
anuary 


Detailed & applications with dates and names of 2 referees to 


WORKSOP. KILTON HOSPITAL. (185 Beds). Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT MEDICAL 
a a required 18th February. Married accommodation 
available. Spaguenns for 1 year in the first instance. The 
Kilton bos contains the medical division of the Worksop 
Group, W a includes 42 acute medical beds, some 67 geriatric, 
15 peediatric and 4 dermatological beds. There are House 
Physicians on the wage oe ry 
pply to Secretary, Sheffield onal Hospital Board, Old 
Fulwood-road, Sheffield, by 13th January, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DUBLIN. 8ST. VINCENT’S HOSPITAL. A* vacancy for 
the position of SURGICAL REGISTRAR will be filled in the 
near future. 
For further particulars please apply to the undersigned. 
Latest date 7 application 15th January, 1958 
OLIVER FrrzGERALD, Honorary Secretary, “Medical Board. 
B.W.1. age rn oh OS COLLEGE HOSPITAL OF THE 
WEST INDIES. Apeitestione are invited for the post of REGIS- 
TRAR or SENI REGISTRAR in Pediatrics at the above- 
named Teaching Hospital. The successful candidate will be 
required to commence duties on or about Ist February, 1958. 
The appointment is for 1 year in the first instance, and the 
will within the scale £900-—£100-£1000 : £1200-£100- 
£1500 p.a. depending on previous experience and qualifications. 
Unfurnished ——— will be provided at a rental of 
5% of salary. Return passeges from and to the country of 
recruitment will be provided for the successful candidate only. 
Further information may be obtained from the Hospital 
emeger and Secretary, University College Hospital of the 
dies, Mona P.O., Jamaica, B.W.I., to whom applications, 
cong 208. nationality, qualifications and e rience, together 
with the names and addresses of 3 referees, should be sent not 
later than 18th January, 1958. 














Cae GRACE HOSPITAL, Winnipeg, Manitoba, 
acancies for RESIDENCIES and SENIOR 
INTERNSHIPS. Salary £200 per month plus maintenance. 


Uniforms and we ! PS. Grace Hospital is an active 
general hospital of 230 Beds with approximately 9128 dis- 

hi per ae a nate may be given towards financial 
assistance — posene 

Applicants 7 h credentials are invited. 

IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. the Board of Management invite applications from 
medical practitioners with the necessary experience as REGIS- 
TRARS (Department of Medicine) in the newly completed 
teaching of Lon The hospital is provisionally recognised by the 
University o —— for the purpose of teaching undergraduates 
to the standard e M.B., B.S. eo degree (in special 
relationship ). Under duate emyny AY n in October, 1957. 

The salary offered for the posts is £1164 ore plus an induce- 
ment Te for expatriate officers of £270 p.a. The appoint- 
ments will be initially for 1 tour of 12 months and will be renew- 
able by mutual agreement for a further tour of 12 months at a 
salary of £1212 p.a. 

On e Eny Bog x of the agreement, a gratuity of 
£37 10s. will ‘or each completed period of 3 months’ 
— An owen allowance of £60 is payable on first appoint- 
men 

Partly furnished quarters are provided at a rental of 84% 
of salary, excludi ing inducement allowance, and-an expatriate 
officer appointed be a for 7 days’ leave on full pay for 
each completed month of service in Nigeria. Nigerian Registrar 
will be 2 poem to either 5 or 7 days’ leave for each completed 
month of service. 

Free first-class passages are provided for expatriate doctors 
and their wives on first appointment and on completion of the 

ment. Free first-class passages to Nigeria will, in certain 
umstances, be —_e for non-expatriate doctors. Free 
feet-class P ae pe rovided for vacation leave. 

Candidates am be eligib: e for children’s allowances in accord- 
ance with existing regulations. 

ments can be made to enable doctors to continue their 
x me ~4 superannuation scheme contributions, and details of the 
-7 te and gratuity payable in such cases will accompany 
Solnasien ‘orms 
CF jgamay: sap lame should be submitted not later than 18th J anuary, 
1958, on the app —- forms, which will be forwarded, together 
with additio: ormation, on receipt of an addressed foolscap 
qvenee by the Adviser on Staff Recruitment, London Office, 
Pa niversity College — Ibadan), 57, *Catherine- -place, 
alace-street, London, S.W.1 








MICHIGAN, U.S.A. sone HOSPITAL, Dearborn 


MICHIGAN. lications are d for 1 or 2-year aggees 
GENERAL ACTICE oRESIDENCY in modern d 
General Hospital 10 miles from Detroit. Excellent facilities. 


Hospital approved for exchange-visitor programme. 
monthly salary $250 if single, $300 if married. Free housing. 
a= SOR Cree x 
OTTAWA CIVIC HOSPITAL, Ottawa, Canada (General— 
800 Beds), invites applications to fill an appointment as RESI- 
DENT in Medical Department from Ist July, 1958, to 30th 
June, 1959. This is a senior appointment for a man who proposes 
to write Fellowship examinations in Canada in the field of 
internal medicine and the appointment involves teach 
graduate interns. Salary $200 per r month, plus room and board. 
Applications, seating & age, qu cations, experience, and names 
of 2 referees, should be forwarded to Syperintendent, Ottawa 
Civic Hospital, Ottawa, Canada. . 
U.S.A. ST. ELIZABETH HOSPITAL, Covin so ~Ken- 
TUCKY. (400-Bed Hospital.) Required, eo ‘Intern- 
ship ee by the American 
through services in surgery, medicine, pediatrics 
Starts Ist July, 1958 and ends 30th June, 














emergency room. 
1959. Salary $200 per month with maintenance. 
Contact Hospital. 
Public —— 





BUCKS COUNTY COUNCIL. lications are invited 
from registered medical ata tn. 9 ‘or the appointment of 
ASSISTANT COUNTY MEDICAL OFFICER in the ey 

a. Preference will be bn to applicants possessing a a 





are 
in Public Health or a Diploma in Child Health, and e rience in 
maternity, school medical and child welfare work. S within 
the scale £1050-£1475 p.a., the commencing being fixed 
according to qualifications ‘and experience. Trave) and sub- 
sistence allowances on the County Council’s scale be paid 
The appointment is superannuable and bject di 


examination. 

Further particulars and-forms of aguiiediion & ay, + be obtained 
from the County Medical Officer, County O Aylesbury, to 
whom completed applications must be aenned bs by 20th January, 
1958. R. E. MILLarp, Clerk of the Bucks County Council. 

County ‘Hall, Aylesbury, December, 1957. 

FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
Factories, 19, St. James’s- 





vacant. Apply to Chief Inspector o 
square, London, 8.W.1. 
Latest date for receipt 
District County of applications 
SOUTHWOLD SUFFOLK . 18TH JANUARY, 1958 





NOTTINGHAMSHIRE COUNTY COUNCIL. Public 
HEALTH DEPARTMENT. Applications invited from registered 
medical practitioners (either sex) for temporary whole-time or 
— -time appointments of approximately 6 months’ duration. 

uties will primarily be connected with vaccination and immun- 
— but other work, including school health and child ened 

ay also be undertaken. Salary £1050 by . or, if hol 

Diploma in Public Health, £1200 (pro rata for part- HS. appo! t- 
ments). 

Application forms obtainable from the County Medical Officer, 


cage Hall, West Bridgford, Nottingham. 
A DAvIs, Clerk of the County Council. 


Applications are 
invited from medical practitioners, practi the districts 
detailed below, for appointment, in a part-time and mainl 
advisor: capacity, as LOCAL TR ASURY MEDICA 
OFFICER for each of the places or gro _ of places shown. 
The town shown in parentheses after t ace-names indicates 
the Head Post Office Area in which the plese, or tog Ay places, 
is situated. Successful ap —— will be required xamine 
and report on the condition of certain Government Officers 
teachers, candidates for popes, &e., | who may be referred 
to them from time to time; and t when 
an emergency case of accident or sodden illness occurri Aes 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

sementing 003 soemaee should write, within 14 days, to: Treasury 
Medical Treasury Chambers, hiteh. s. W.1, for a 
form on which S epolication may be made. Applicants should be 
not more than 60 reege of age 
The places for which _abplications are invited are as follows:— 
land and Wales 








Leeds, South East (ooie) 

Ashleworth (Gloucester ). 

Pitsea, Wickford and Battlesbridge (Basildon). 

Woodlands, Adwick-le-Street, Carcroft and 
(Doncaster ). 

geesen ane (Kingston-on-Thames ). 

Rayleigh and Hockley (Southend-on-Sea). 


‘ 


Barmburgh 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 
3 years, on termination of which a gratuity of £600 (tax 
free) is payable. Ample opportunity is poe for transfer 
to Permanent Commissions on completion of 1 year’s total 
service. Officers so transferred are paid instead a grant of 
£1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British unlbeate, medically qualified, physically | 
fit, and to pass an interview. 

Full particulars from the Admiralty Medical Depart- 
nee Queen Anne’s Mansions, St. James’s Park, London, 


Ss. 
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DERBYSHIRE COUNTY COUNCIL. Count Health 
DEPARTMENT. MATERNAL AND CHILD WELFARE MEDI- 
CAL OFFICER (Female). Applications are invited from fully 
qualified medical practitioners for this whole-time superan- 
nuable post. Candidates should be experienced in antenatal 
work, midwifery, and children’s diseases, as they will be required 
to hold consultations at the Council’s maternity and child wel- 
fare clinics and centres, and to perform such other duties as may 
ne required. Salary £1050-£50-£1200-—£55-£1475 p.a., plus a car 
allowance. 

Particulars and application forms are obtainable from Dr. 

J. B.S. Morean, County Medical Officer, St. Mary’s-gate, Derby, 
and should be returned to him duly completed not later than 
6th January, 1958. 
DUMFRIES COUNTY COUNCIL. Assistant Medical 
OFFICER. Applications are invited from registered medical 
practitioners (Male) preferably eens a diploma in public 
health for appointment as an ASSISTANT TO THE MEDICAL 
OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER 
for the County of Dumfries. Applicants with experience of 
school medical service duties will receive special consideration. 
Salary on Whitley Council scale (£1050-€1475 p.a.). 

Particulars and forms of application ye ! be obtained from 
the undersigned with whom applications should be lo d by 
13th January, 1958. LESLIE T. CARNEGIE, County Clerk. 

County Buildings, Dumfries, 18th December, 1957. 

SLOUGH INDUSTRIAL HEALTH SERVICE. Applica- 
tions are invited for the post of ASSISTANT MEDICAL 
OFFICER with effect from ist April, 1958. Duties entail 
supervision of the emergency casualty service and the normal 
duties of an industrial medical officer. Casualty experience is 
essential and experience in industry and/or general practice an 
advantage. Commencing salary £1400 p.a. with car allowance of 
£150 p.a. The post is superannuated. A small partly furnished 
cottage with garage can be rented. 

Applications should be submitted at once to the Medical 
Director, Slough Industrial Health Service, Central Clinic, 
Farnham-road, Slough, Bucks, with the names of 3 referees. 
YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Applications are invited from registered ee Practitioners, 
Men or Women, for posts in the following are: 

Division No. 17. Spenborough M.B., and Y Mirela Urban 
District. 

Division No. 20. Kirkburton, Denby Dale, Colne Valley, 
Meltham, Holmfirth, and Saddleworth Urban Districts. 

The Assistant will be on the staff of the County Medical 
Officer’s Department but will work under the administrative 
direction of the Divisional Medical Officer for the area. The 
duties will be mainly clinical in the School Health and Infant 
Welfare Services, but other County health duties may be included 
by the Divisional Medical Officer. The scale of salary is £1050-— 
£1475 p.a. A minimum of 3 years’ experience since qualification 
is desirable and the possession of a Diploma in Child Health will 
be an advantage. Travelling and subsistence allowances according 
to the County Council’s scale are payable p addition to salary. 
The posts are superannuable and successful agpcents will be 
required to pass a medical examination as ba? ysical fitness. 

Fore of application can be obtained from the undersigned, to 
whom they should be returned not later than 13th Jan , 1958. 

J. Woop-W11son, County Medical Officer. 

County Hall, Wakefield. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE. Medical 
OFFICERS required in Sarawak for general medical duties. 
Candidates must possess medical qualifications registrable in 
United Kingdom. Appointment on permanent basis with pension 
(non-contributory) or on short-term contract with atuit 
(taxable) of 12) °% of salary including inducement pay, ‘or eac 
completed period of 1 month, payable on completion of satis- 
factory service. Candidates from the National Health Service 
may retain superannuation rights (up to 6 years) and receive 
gratuity (taxable) of 20% of aggregate salary at the end of their 
engagement. Only permanent officers become members of Her 
Majesty’s Overseas Civil Service. Basic salary scale £1218 £1988 
a year, starting salary determined according to qualifications 
and experience. In addition inducement pay (pensionable) is 
payable varying from £252 to £336 a year, education allowance 
of £140 a year for up to 2 children between ages of 15 and 17 
educated in country of domicile and a child allowance of 74% of 
basic salary (maximum £140 a y= for married officers with 
dependent children under age 18. Partially furnished quarters 
provided, at low rental. Free passages provided in both directions 
for officer, wife, and up to 3 children, under 18 years of age. Low 
taxation. Local leave permitted and generous home leave nted. 
Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting reference BCD. 117/24/01). 


GOVERNMENT OF THE EASTERN REGION OF 
NIGERIA. SPECIALIST (Pathologist) required to organise and 
run a Regional Laboratory Service, take charge of a Regional 
Laboratory when built, and administer subsidiary laboratory 
units attached to Government hospitals in the Region. A higher 
qualification is desirable. Appointment on contract for 2 tours 
of not more than 2 years each. Salary £2442 a year, and gratuity 
(taxable), payable on completion of satisfactory engagement, of 
£37 10s. for each completed period of 3 months’ service (including 
leave). Quarters provided at rental of 10% of salary. Taxes at 
local rates. Annual local leave copay nel enerous home leave 
after each tour. Free return passages for cer and wife; and, 
when appropriate, either (but not both) ‘of the following in any 
1 tour of service :- 

(a) 1 return sea passage for each of 2 children under age 18 
asiest to maximum of £75 for the return journey for each 
child, or 

(b) An allowance of £75 a year for each of 2 children under 
age 18 maintained outside Nigeria for the whole tour. 

Application forms from Director of Recruitment, Colonial 

Office, London, 8.W.1 (quoting BCD. 117/411/019). 











GOVERNMENT OF JAMAICA. Medical Officers with 
qualifications ay in United Kingdom req: 
(a) Doctors who have completed 1 year’s house appointment 
to assist Medical Officer in charge of district 
ae OY m Public Hospital (540 Beds) in 
—— = medicine, peediatrics, ear, nose and t » eye, 
one y = curvies) oh hy La tee mong Jae ‘practitioners 
_ le -4 aw > under the Nationa] Service Acts may apply and, 
coneiete granted indefinite po Nate of -up on 
com letion oe p FT. tour of 2 years. 
Doctors with 3 or 4 years’ approved eS following 
sduation for duties as above but with =f 
et one ee aa! for duty in psychiatry at Bellorne til (Mental) 
a 2 a 45 —“ 50 bmn 9 gi cee vee more then. 4 
proved e ence for general duty at Kingston Pu 
7. forpial or ag Medfeal Ofoer ih districts : nd old regular 
and have medico-legal respons: es ani 4 ‘orm. 
pointments on contract for 3 years in oe eae on with 
oaalbilit of eventual pensionable employment. " 


Start: go Fo 
On satisfactory completion of service a veretulty , fo of 
20% of salary is payable for each completed 3 f mow 
(Not payable if officer is placed on a peneienel® establishment. ) 
passages for officer, wife and dependent children under 
18 years, not Rae myn J 5 persons in all. Quarters not provided 
but subsidy payable where rents exceed 10 % of salary. Income- 
tax at | rates. Climate bo hegkay. educational facilities available. 
prt ~~ forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD. 117/32/023). 


Hospital Services: Non-Medical Appointments 


gy Ot Bene ng ii 8 MANAGEMENT COM- 
MITTEE. Applica‘ ted from rade) a gualifiea persons 
for the post Mt BIOCHEMIST (basic grade) oncaster Royal 
Infirmary. Candidates sh 











‘Applications, stating age. q 
and present position. together with the names of three referees, 
should be forwarded to reach the undersigned not later than 
18th January, 1958. A. JonEs, Group Secretary. 
Doncaster Royal 








The World Health fea Waltor of its Geneva, has a vacancy 
for an Assistant Medi Editor of technical p meBeations. 
biliti 4-4 selection of Pmaherial for 
ononion in book hays or : os vot the technical periodicals 

- W.H. ae ccpereeien of ae a and in 
rogramme of Se of Bngiish 


ent and administration & pre 
ppltatiens will be considered « x m candidates of 
ether -tongue with a medical degree and several years’ full- 
enperines of medical or scientific edit Sh = listed candidates 
may be required to take a test of iting an se ability. 
sano 2- ~year contract with 1 year probationary period. 8 
: US$86000 (tax free) plus allowances according to 


Detailed curriculum vite should be sent to: Personnel oom. 
World Health O tion, Palais des Nations. 
Switzerland. Candidates who do not receive a reply by isth 
Feb: may ae that their application is unsuccessful. 
Closing date 18th January, 1958. <5 
Korea. Doctor Mt required with pediatric 
e age among #., between 26 and 40. mtract 1 
4 1 Maintenance 


peed hs “Du 
d. 1 month’s holiday per —_. 
Pusan, Korea.—Apply Foreign Relief he Child: 
— Fund, 12, Upper Belgrave-street, 8.W. hcomeme SLOane 


Doctor required in N.W. area willing to be “on call” on 
age men No surge! rein Hire Address No. 355, ‘Tue LANCET Office, 
, Adam-street, Adelphi, London, W.C.2. 


( MEDICAL OFFICER 
required by large oil compeny for service initially based on 
London but en erseas tours of iouty and ventana 
for permanent crvane, Tee. the Middle East. Preference 
| = ven to bachelors under 37 with overseas experience 
} some knowledge of tropical work. in accordance 
with the B.M.A. salary scale. Pension scheme.—Apply, 
quoting No. 646, to Box No. 1374, c/o ARKER 
AND SONS LTD., Gateway House, "London, E.C.4. 


Doctors we pplicati » th led: Write to 
MANTO ) Lap., 98, Victoria-street, S.W.1 
(VIC O141), who are specialists. 
sa ona tok Bie nosis by the Xenopus Method,” 24-hour 
Block corvies. Fiame » Photometry. —WELnEch me 
oc misty, Flame otometry.—WELBECK IOLOGICAL 
Park-crescent, Portland-place, W.1 
(MUSeum m 5386-7 ne 


The pro ete S of British Patent No. 712,703 “ improve- 
ments re Surgery,”’ desire to conduct. negotiations for 
the grant 7. a manufact with t to | for the 
dis of the above-numbered Patent. Anyone in 

should apply.—EpDWaRD Evans & Co., Chancery House, 53-64, 
Chancery-lane, London, W.C.2. 

Typewriting and Duplicating. First-class “work at moder 
ate prices by e enced medical typists. Electric machines. 
—SyYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). " 

Microsco <ng oe ‘prices paid for good modern types. 
Send or b mg xd valuation.— WALLACE HEATON 
Ltp., 127, "New Bon -street, W.1. _ 

Oid oe Books, pictures, ipt noteb 
neoee. ., wanted by a collector.—Address, No. tes, fanLancet 
Office, 7, Adam-street, Adelphi, London, W.C.2. 
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PROCCTOSE DY x. 


ROUSSEL 


ZZ 


FOUR ACTIVE PRINCIPLES, with 
anti-inflammatory, ntipruritic, antibacterial, 
analgesic and trophic properties. 





OINTMENT Hydrocortisone ....... 5mg. (0.5%) . 
Soframycin .........%% 10mg. (1.0%) 
...... 68mg. (0.5%) 


Uy Cinchocaine HCl 
tee JP Aesculin . ter i .10mg. (1.0%) 


fl . Water-miscible vehicle q.s. to 1 Gm. 














SUPPOSITORIES Hydrocortisone.............. 5 mg. 
eer eee ee 10 mg. 
Cinchocaine HCl............. 5 mg. 
pe ee 10 mg. 


Cocoa butter q.s. for one suppository 





INDICATIONS Treatment of internal and external haemorrhoids 


Complications of haemorrhoids: anal pruritus, 
peri-anal eczema, proctitis, acute fissure 


Following haemorrhoidectomy 


PACKINGS Proctosedyl Ointment: 5G tubes 


Proctosedyl Suppositories : 
Box of 6 suppositories 


ROUNSEL 
ROUSSEL LABORATORIES LTD., 847, HARROW ROAD, LONDON, N.W.10 — LADbroke 6611 


{or COTTON 


hac et tees 


S// 
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reduction 
in 
sulphonamide 


dosage 





tablet instead of 


The introduction of LEDERKYN Sulphamethoxypyridazine 

has radically changed the pattern of sulphonamide therapy. 

This is the first long-acting antibacterial sulphonamide to 

be offered for clinical use, and it is fully effective at a 

maintenance dosage of only 4 Gm. daily. 

This is a reduction of some seven-eighths as compared with 

the typical sulpha drug dosage i.e. one tablet instead of eight. Improved 
tolerance and a welcome freedom from side effects result 

from this dramatic dosage reduction. Moreover, the swift 
absorptionandefficient diffusion of LEDERKYN lend further emphasis 


toits clinical value- especially in treating genito-urinary infections. 


Lederky- ) 





SULPHAMETHOX YPYRIDAZINE *REGD. TRADE MARK 


Tablets (0.5 Gm.): bottles of 24, 100 and 500 


LEDERLE LABORATORIES DIVISION 
Cyanamid or GREAT BRITAIN LTD., London, WC2 





Th 


Sey 





